





The Place of Medical Social Service 


— John B. Youmans, M.D. 


Distilled Water—a philosophical discussion 


—Alan Gregg, M.D. 


Health Problems—A Business Man's View 


—Benson Ford 
TWO ARTICLES 


Volunteer Planning—A Volunteer Service 
—Elizabeth Borkstrom-Jay W. Collins 

















HAUSTED 


MODEL 500 


(SILVER LUSTRE FINISH) CONVER TABLE 

MODEL 600 oe “ 

(STAINLESS STEEL) EMERGENCY OBSTETRICAL 
AND EXAMINING TABLE 


ADJUSTABLE 
KNEE CRUTCHES 


HEAD OR FOOT BOARD 


AVAILABLE WITH AIR 
FOAM PAD AND SHOULDER RESTRAINING 


REMOVABLE COVER STOPS STRAPS 


LEG HOLDER 


i" TO 4” > 


FOAM 
RUBBER 
PAD 
ADJUSTABLE FOOT REST 


| } it ; | mm FOR USE AS WHEEL 
FOWLER | CHAIR AVAILABLE 
ATTACHMENT 
(DOWN POSITION) 4—< 


OXYGEN TANK eh 


HOLDER 


CRANK FOR 
TRENDELENBURG 
LIFT 


MANUALLY OPERATED 


HEIGHT at “a —— 

ADJUSTMENT ’ Set a INTRAVENOUS 

33 TO 38 IN Tr STANDARD 

; IN STORAGE 
CRANK OPERATED ‘ 
MECHANICAL 
LIFT AVAILABLE Te BLANKET 5a aon 
(31” TO 39”) SHELF AND RAGE 
UTILITY TRAY SIDE RAILS 
ARM rect IN STORAGE 


IN STORAGE F . SWIVEL 
LOCK AND 
BRAKE CASTER 


ALL ACCESSORIES STORE ON 
UNIT WHEN NOT IN USE 


This new versatile unit is ideally suited as an 
emergency OB Table in “Receiving” and ‘‘Emer- 
gency”. It serves as an auxiliary unit in OB and 
also as a labor bed, saving several transfers of the 
patient. In five seconds it can be converted from 
an OB Table to a stretcher, thus eliminating two 


; ‘te transfers. When used for minor surgery 
compl te transfers. When used for mit Bery The Conver-Table can be converted quickly into a wheel 


chair while the patient remains on the litter top, aiding 
greatly in the care of paraplegic, arthritic and crippled 
fers. The Hausted Conver-Table comes equipped patients. When used as a wheel chair the unit should be 

; ; equipped with the Fowler attachment, foot rest and small 
with stirrup, knee crutches and leg holders. side rails to serve as arm rests. 


or accident cases it again eliminates several trans- 


ONLY HAUSTED PROVIDES SUCH A LARGE SELECTION OF USEFUL ACCESSORIES 


the HAUSTED Mlenufpciuring Co. 


MEDINA, OHIO 





z 


SOLUBLE TABLETS: 
50 # 
SPERSOIDS*: 4 
Dispersible Powder 
50 mg. per teaspoonful (3.0 Gm.) INTRAMUSCULAR 
2 100 m 
” PEDIATRIC DROPS: Cherry flavor, 'NTRAVENOUS: 500 mg,, 250 mg., 100 mg ° 


OINTMENT (3%) Approx. 25 mg. per 5 drops 
Graduated dropper 


TETRACYCLINE LEDERLE 


OPHTHALMIC 
OINTMENT (1%) 


ORAL SUSPENSION: EAR SOLUTION (0.5%) 
Cherry flavor. 
TABLETS: 250 mg. per 5 cc. teaspoonful. CAPSULES: 250 mg., 100 mg., 50 mg. 
250 mg., 100 mg., 50 mg 


the one complete line of tetracycline for hospitals 


ACHROMYCIN is the only brand of tetracycline available in all these 
dosage forms—forms tosatisfy practically any medical requirement. 


In any form, ACHROMYCIN provides true broad-spectrum activity 
with relative freedom from untoward side reactions. It is more 
diffusible, more soluble, more stable. It promptly controls a wide 
variety of infections including those caused by Gram-positive 
and Gram-negative bacteria, rickettsia, and certain virus-like and 


protozoan organisms. 


Remember—when the call is for “tetracycline,” there’s an 


F deri ) ACHROMYCIN dosage form to use! Simplify your tetracycline pur- 
Xie ; chases—just stock ACHROMYCIN. 


LEDERLE LABORATORIES DIVISION american Cyanamid comany PEARL RIVER, NEW YORK 


DECEMBER 1954, VOL. 28 





N 


NEW 


the first practical long-acting 


Insulin free of foreign modifying protein 


ILETIN (INSULIN, LILLY 


Modified by the interaction of zinc and Insulin under special 


chemical conditions. No other modifying material is utilized. 
Time-action characteristics are intermediate; so closely resem- 
ble those of NPH Iletin (Insulin, Lilly) that the two may be used 


interchangeably. 


dosage: 
Individualized. In transferring patients from NPH Iletin (Insulin, 
Lilly), a unit-for-unit conversion is made. When transferring from 


other forms, reduce dose 10 to 20 percent and readjust. 


supplied: 


a re = .40 units per cc. 
U-B0.... 80 units per cc. 


In 10-cc. vials. 


May we send more complete information? 


D COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 


HOSPITALS 





hospitals 


the journal of the American Hospital Association 





editor 

Edwin L. Crosby, M.D. 
executive editor 
James E. Hague 
managing editor 
David T. Riddel! 
production manager 
Newton J. Jacobson 
assistant editors 
Marianne Clarke 
Barbara Elsholz 
Charles S. McCaleb 


advertising and business manager 
Bremen |. Johnson 


assistant advertising manager 
Martha E. Miller 

circulation supervisor 

Dorothy Heller 

TECHNICAL CONSULTANTS 
housekeeping 

Howard F. Cook 

nursing 

Marian Fox 

management 

Ann Friend 

accounting and finance 

Ronald Jydstrup 

John N. Hatfield II 
education 

Verne Kallejian 

protessional practice—medical review 
Sarah H. Hardwicke, M.D. 
Charles U. Letourneau, M.D. 
Malcolm T. MacEachern, M.D. 
Arnold A. Rivin 

prepayment 

Maurice J. Norby 

James R. Neely 

dietetics 

Isola D. Robinson 

insurance 


William T. Robinson 


women's auxiliaries 
Elizabeth Sanborn 
laundry—purchasing 
Joseph A. Williamson 
Donald F. Scalzo 


literature 


Helen Yast 


hospital design, 
engineering—maintenance 


Clifford Wolfe 

legislation 

Kenneth Williamson 
ADVERTISING REPRESENTATIVES 


Chicago: Gordon A. Thoman 
18 E. Division St—WHitehall 4-4350 


New York: George B. Janco 
369 Lexington Ave LEx ngton 2 9940 
Cleveland: Eugene C. Leipman 

1220 Huron Road—SU; 1-1373 


Los Angeles: Ren Averill 
234 E. Colorado St.—RYan 1-9291 


DECEMBER 1954, VOL. 28 


colume 28 number 12 december 1954 








Calendar of Association and Allied Meetings 
Officers of the American Hospital Association 
Index to Advertisers 

Classified Advertising 


articles 


Health Problems—A Business Man's View 
Controlling Use and Misuse of Hospital Care 
Distilled Water 
Providing for Patients’ Spiritual Needs 

Alfred E. Maffly, F.A.C.H.A., and Roderick Gettel 
A Hospital Administrator's Prayer John H. Hayes 


The Place of Medical Social Service in the Hospital 
John B. Youmans, M.D. 


Elizabeth Borkstrom 
Jay W. Collins 


Benson Ford 
Harry F. Becker, M.D. 
Alan Gregg, M.D. 


Planning and Developing a Volunteer Service 
Volunteers Give the ‘Human Touch’ in Admitting 


Questions and Answers on the New AHA Program 
Frank R. Bradley, M.D. 


Roald Glesne 
Mary Frey, R.N. 


Helen B. Lincoln 


Seven Years Experience with Piped Oxygen 
Preparing to Introduce the Team Plan 

The Record Committee 

A New Horizon for Clinical Thermometry 


Col. George T. Perkins, DC (Ret.), and J. Emerson Colby 
Waldo W. Buss 
Guy H. Trimble 


Purchasing—with a Purpose! 

Equipment Planning Rates Top Priority 

A Definite Time and Place for Writing Menus 
Many Hands Assist Small Hospital Dietary Departments 

We Decorate with Dispatch Mary K. Hayes 
New Ways to Do Old Jobs Mildred F. O'Donnell 


departments 


Your President Reports 

Service from Headquarters 

Opinions—Giving Credit for ..ccu:ned Drugs 
Editorial Notes 

Medical Review 

Purchasing 

Equipment and Supply Review 

Engineering and Maintenance 

Dietetics Administration 

The Literature 

Personal News 

Laundry-Housekeeping 

News 

Official Notes 

Pro Re Nata 

1954 Index—Volume 28, January to December Inclusive 


John H. Hayes 








j $ n Hospital Associatior 
Chicago 10. Ill. Entered as second 188s matter January 9 936, at the postoffice at 
Jer the Act of March 3, | 
SUBSCRIPTION RATES: To member | 
to others, $3 a year. S 


ersonnel, $2 a year 
0 Single pies. 30 cer 6C 
(Foreign and Pan-American add $1.00 per 


ts cer two-part June issue, 


OPYR »HT: Dece be 754 | the Amer 





IE SRL CLIP IOI aE ot 


BARNSTEAD 
"9" STILL 


BARNSTEAD "15" 


Supplies 15 gallons 

of pyrogen-free 

Complete pyrogen re water per hour for 

moval with exclusive the modern Central 

Barnstead ‘'Q’’ Baffle Supply and Pharma 

. result of more cy. Compact wall 

than 75 years hospital mounted unit. Re 

experience. Steam, gas quires only 48°’ wide 

and electrically heated wall area including 
models available. storage tank. 


CONCEALED 
MOUNTINGS 





FULL AUTOMATIC >) 
CONTROLS ..; | 


Starts Still when j 
tank needs water 6 ; » Designed for any 
. . . Stops Still when ei ; ; type of hospital con- 
storage tank is full it fe te Se renal’ ie 
. automaticall : : 7 i vue 
drains evaporator of ry, % fu, Barnstead Engineers 
sediment and im . me rie > to fit individual hos 
purities, Makes pos | ae pital requirements. 
| sie pene ; Practical design 


sible central distilled ie 
water distribution makes servicing easy. 


system. “ae ALSO TANKS AND 
OTHER ACCESSORIES 


Everything in 
DISTILLED WATER 4 


water is drawn off, If you want the purest, pyrogen-free water . . . whether it 
Prevents contamina is single, double, or triple distilled .. . in hard or soft water 
tion of pure water areas .. . with or without full automatic controls .. . from 
nog borne bacte- 1% to 1000 gallons per hour . . . Look to Barnstead, Pure 
ria, dust, ond gases. Water Specialists Since 1878. 


New Development! 
Filter-breathes pure 
air into your storage 
tank as distilled 


, BARNSTEAD 
TRIPLE DISTILLED - pen ; $$Q9-50 
WATER STILL 1p shoes 


Especially recom 
mended for intra 


Where large quantities of 
pyrogen-free distilled 
venous solutions water of the highest purity 
and other exacting — “ is required. This still pro 
hospital work. Con a : be : duces pyrogen-free water 
sists of 3° stills ae tk. } gee \ fe for the most exacting hos 
operating in series ; aes ij 3 pital requirements at a 
Final Still is equip po ee rate of 50 gallons per 
ped with famed Fae ae Bes , hour. Cooling water tub 
Spanish Prison ; } a cee aw ee 
multiple baffle for in condenser and cooler 
are readily accessible for 


elimination of 
pyrogens. cleaning purposes. 


DOUBLE Send for Complete Barnstead Catalog 


—. §6=—s PURITY 


STILL 


Consists of 2 stills 


METER 


Measures distilled 


operating in series. water purity in 

Spanish Prison 10 seconds. Purity 

baffle in second Meter Controller 

— 4 elimina may be installed in the effluent line 

fails heroes, of Water Still permitting only 
water of pre-determined purity to 


steam, or electric ‘ 
ity. flow into your storage tank. 27 Lanesville 


STILL & STERILIZER CO. 


Barnstead 


FIRST IN PURE WATER SINCE 1878 


HOSPITALS 





J, ) 
Vf 
Throat Collars 


Koroseal Koroseal Sheeting 


Tubing 


/ <t » 
A B.E Goodrich 


Hot Water Bottles 


y 
Sy 


/ 


Fountain and 
Combination Syringes 


English type and 
Molded ice Caps 


Try “32-quart size” rubber gloves 


surgeons’ gloves from your surgical or 
hospital supp) dealer or write: The 


y ser picture shows a B. F. Goodrich 


glove inflated with 32-quarts of 


water— demonstrating the strength and 
stretch built into B. F. Goodrich gloves 
Other tests prove that even after many 
sterilizations none of this strength or 
stretch is lost. That's why B. F.Goodrich 
gloves outlast ordinary gloves-— and, 
therefore, cost you less! 

To save time in sorting, B. F. Goodrich 
gloves have sizes marked in colors 
Colors won't wear off or fade. The 
numerals are extra large and easy to see 


DECEMBER 1954, VOL. 28 


even when the wrist is turned back and 
the glove 1S powdered B F Goodri h 
gloves have long wrists and come in 
white or brown; smooth or ‘“‘cutinized’’. 
Sizes 6 - 10. 

“Special purpose” gloves for doctors 
who are allergic to ordinary rubber are 
just as thin as all other B. F. Goodrich 
gloves. They have red cuff rolls for 
easy identification. Sizes 6% to 9% are 
marked in color 

Examination gloves (short wrists) come 


in sizes 7 to 9. Order B. F. Goodrich 


B | G00 dri 
Akron, Ohio. 


“MILLER” BRAND 


Surgeons Glove 
B.E Goodrich 


INDUSTRIAL PRODUCTS 
DIVISION 


» Co., Sundries Sak Dept 














ae ee ope f- 
| hospital asseclaiion moctlings | 
| sat AACtO OUND te waked OBOE EAE DON SINCE 


AMERICAN HOSPITAL ASSOCIATION REGIONAL MEETINGS Middle Atlantic Hospital Assembly—May 
7 : 1955 25-27: Atlantic City {Convention Hall). 
Annual Conventior i” me a yng Hospi : Mid-West Hospital Association—April 27- 
tal Association September 19-22; Atlan Association of Western Hospitals—April 29, Kansas City (President) 
tic City (Traymore Hotel} 25-28: San Francisco (Civic Auditorium). New England Hospital Assembly—March 
Carolinas-Virginias Hospital Conference— 28-30; Boston (Hotel Statler). 
April 21-22; Roanoke (Hotel Roanoke) Southeastern Hospital Conference—Apri 
? nes : a4 20-22; Atlanta (Atlanta-Bilt ; 
February 4-5, 1955; Chicago (Palmer Maryland -D, C. - Delaware Nov, 19-21 Tri-State H pode =a ‘I re 5: Chi 
House). Washington, D. C. (Shoreharn Hote N-DIGTS FIOSPITG! /NESOMOIY—MiGy ' 4 


Midyear Conference for Presidents and Sec 
retaries of State Hospital Associations— 


cago (Palmer House). 
Upper Midwest Hospital Conference—May 
11-13; Minneapolis (Nicollet) 


STATE MEETINGS 
(NEXT $IX MONTHS) 





Cees Alabama—Jan. 13-14; Birmingham (Hote 
=] ; Tutwiler). 
Alberta—June 13; Banff (School of Fine 


= = ——s 
Arts). 


7 Arkansas—May 23-24; Little Rock (Marior 

= _ Hotel). 

Georgia—Feb. 24-25; Augusta (Bon Air 
Hotel). 

lilinois—December 2-3; Springfield (Abra 
ham Lincoln Hotel). 

lowa—April 21; Des Moines (Savery Hotel) 

Kentucky—April 12-14; Louisville (Seelbact 
Hotel). 

Louisiana April 28-29: Shreveport (Cap- 
tain Shreve Hotel). 

Massachusetts —— May 25; Boston (Hotel 
Statler). 

Missouri—December 2-3; St. Louis (Hotel 

ee? Jefferson). 

F REMEMBER New Jersey—May 25-27; Atlantic City 

when raking (Convention Hall). 
New Mexico — Mar. 24-26; Albuquerque 
ory that { Hilton Hotel). ' 
New York—May 25-27; Atlantic City (Con 
vention Hall). 

Ohio—March 7-10; Cincinnati (Netherland 
Plaza Hotel). 

Pennsylvania—May 25-27; Atlantic City 


(Convention Hall). 
@ LONGER WEAR Rhode Island—Dec. 9; Providence (Roger 


° 
Williams Hospital). 
Five YOU. @ LESS REPAIR S. Carolina—Jan. ‘21; Columbia (Wade 
Hampton Hotel). 
@ LOWEST COST IN April 12-14; (Shamrock 


Texas Houston 

Hotel). 
Virginia—Dec. 10-11; Roanoke (Roanoke 
Hotel). 

OR. apparel that’s functionally comfortable Wisconsin—March 17; Milwaukee (Hotel 


Schroeder). 











invent 


SERVING HOSPITALS EXCLUSIVELY 


FOR THE FACTS and outstanding satisfaction OTHER MEETINGS 


P : ’ id! 
mail this coupon now. You'll be glad you did! (NEXT 12 MONTHS) 


1955 


To WHITEHOUSE MFG. CO. 


i Protest t Hospital A ociati = 
361 W. Chestnut St., Chicago 10, II! American Frotestan nile 1S ha Aas 


February 9-11; Chicago (Palmer House) 
Canadian Hospital Association—May 9-11; 
Please quote your prices on Hospital Ottawa (Chateau Laurier) 

Catholic Hospital Association—May 16-19; 

St. Louis (Kiel Auditorium) 


Operating Gowns Name 


Scrub Suits City 
Scrub Dresses State AHA INSTITUTES 

(NEXT 12 MONTHS) 
Institute for Operating Room Supervisors 
. “ . Dec ember | 3 Omaha (B ackstone) 
Whitehouse Manufacturing Company, 361 West Chestnut Street, Chicago 10, Institute on Hospital Housekeeping—De 
organized to serve and supply hospitals with apparel and textiles of superior cember 6-10; Los Angeles (Hotel Statler) 
(Continued on page 148) 





quality—sensibly priced 
HOSPITALS 





... with these electrically-conductive operating room units 


e Many prominent institutions have standardized on 
these Blickman-Built operating room units, Their 
highly-polished stainless steel surfaces ground static 
charges effectively through electrically-conductive 
casters and floor tips. Sturdy, seamlessly welded con- 
struction assures long service life. Elimination of dirt- 





collecting joints and crevices facilitates cleaning. 
Before buying operating room equipment, see and 
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stainless steel units of operating room equipment. 
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An entirely new... 


Soft, non-woven cotton, ab- Contour shape aids in reducing Saves time: day's supply may Easy on budget; no preparation, 
sorbent, cellulose filled—solves frequency of retracted nipples be autoclaved, issued in original no waste; patient can purchase for 
problem of excess lactation. ~——discourages ‘‘lazy feeders." carton and applied by mother. home use; help defray your cost. 


A loe ( sontour B reast Pad — Economically solves the problem of 


excess lactation of nursing mothers 


Since we originally announced Aloe Contour Breast Pads, hospital 
after hospital has overwhelmingly accepted the infinitely more comfort- 
able, more effective and even more economical technic made possible 
by these pads, The reason is simple. It takes hours of hospital personnel 
time to “manufacture” improvised pads of gauze, hospital pads, etc.; 
additional time to apply, and the results are seldom satisfactory. Too, 
ordinary nipple protectors of hard materials are uncomfortable, time- 
consuming to prepare, and create another repeating sterilization prob- 
lem. Aloe Contour Breast Pads are anatomically shaped to fit the breast 
with full coverage of nipple, areola and a generous adjacent area—3*4 
inches in diameter. Patients like them because of their unobtrusive 
appearance and the protection they afford to clothing. Made of non- 
woven layers of cotton filled with soft, highly absorbent cellulose— 
non-allergenic, non-irritating, helpful in preventing retracted and 
cracked nipples; a great aid in applying medication. They present an 
easy storage problem. They are disposable and therefore eliminate 
repeat sterilization. A total of 757 hospitals from coast to coast have 
now adopted Contour Breast Pads as routine. 
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(Sterile Thiopental Sodium, Abbott) 
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Used alone Used in combination 


rapid, smooth induction reduced dosage of other agents 


short, uncomplicated recovery compatibility with all other agents 


Because it is stable in solution, more than one day’s 


supply of PENTOTHAL can be made up at one mixing. Obbott 


DECEMBER 1954, VOL. 28 




















‘ A bs 
eK, tad 


PRESIDENT 
Frank R. Bradley, M.D., Barnes Hospital, St. Louis 10 


PRESIDENT-ELECT 
Ray E. Brown, University of Chicago Clinics, Chicago 37 


PAST PRESIDENT 
Ritz E. Heerman, California Hospital, Los Angeles 15 


TREASURER 
John N. Hatfield, Passavant Memorial Hospital, Chicago 11 


Board of Trustees 


Frank R. Bradley, M.D., ex officio (president) 

Ray E. Brown, ex officio (president-elect) 

H. M. Coon, M.D., University Hospitals, Madison 6 

John N. Hatfiield, ex offico (treasurer) 

ar E. Heerman, ex officio (past president) 
. C. Hillman, M.D., Jackson Memorial Hospital, Miami 36 

Robert S. Hudgens, Lynchburg General Hospital, Lynchburg, Va. 

Jack Masur, M.D., Assistant Surgeon General, Public Health 
Service, Washington 25 

William S. McNary, Michigan Hospital Service, Detroit 26 

Mary C. Schabinger, R.N., DeEtte Harrison Detwiler Memorial 
Hospital, Wauseon, Ohio 


Rt. Rev. Msgr. George Lewis Smith, Director of Catholic Hospitals, 
; & 


Diocese of Charleston, Aiken S 
Tol Terrell, Shannon West Texas Memorial Hospital, San Angelo 
J. Gilbert Turner, M.D., Royal Victoria Hospital, Montreal 2 


Committee on Coordination of Activities 


Frank R. Bradley, M.D,, chairman 

Madison B. Brown M.D., Hahnemann Medical College and 
Hospital, Philadelphia 2 ; 

Frank S. Groner, Baptist Memorial Hospital, Memphis 3 

Stuart K. Hummel, Columbia Hospital, Milwaukee 11 

Abraham Oseroff, Hospital Service Association of Pittsburgh, 
Pittsburgh 19 

Oliver G. Pratt, Rhode Island Hospital, Providence 2 

Albert W. Snoke, M.D., Grace-New Haven Hospital, New Haven 4 

Mrs. Cecil D. Snyder, Kenosha Hospital, Kenosha, Wis 

Lucius R. Wilson, M.D., Episcopal Hospital, Philadelphia 25 


Council on Administrative Practice 


Oliver G. Pratt, chairman 

A. A. Aita, San Antonio Community Hospital, Upland, Calif. 

Donald W. Cordes, Iowa Methodist Hospital, Des Moines 14 

Richard R. Griffith, Delaware Hospital, ilmington 1 

Carl C. Lamley, Stormont—Vail Hospital, Topeka 1 

Allen D. Marshall, Ellis Hospital, Schenectady 8 

Charles G. Roswell, MacNicol, Roswell & Co., New York 7 

R. J. Stull, University of California Hospitals, San Francisco 22 

Richard D. Vanderwarker, Memorial Center for Cancer and 
Allied Diseases, New York 21 

Ann §. Friend, secretary, 18 E. Division St., Chicago 10 


Council on Association Services 


Stuart K. Hummel, chairman 

Hubert W. Hughes, General Rose Memorial Hospital, Denver 20 

J. Harold Johnston, New Jersey Hospital Association, Trenton 9 

Mrs. Irene McCabe, Missouri Hospital Association, St. Louis 8 

A. C. MeGugan, M.D., University of Alberta Hospital, Edmonton 

S peearer. Waverly Hills Tuberculosis Sanatorium, Waverly 
Hills, 

W. W. Stadel, M.D., San Diego County General Hospital, San 
Diego 3 

J, Stanley Turk, Ohio Valley General Hospital, Wheeling, W. Va. 

Brig. Alvena H, Wood, R.N., William Booth Memorial Hospital, 
Covington, Ky 

Howard F. Cook, secretary, 18 E. Division St., Chicago 10 


Council on Government Relations 


Lucius R. Wilson, M.D., chairman 

Ted Bowen, Methodist Hospital, Houston 25 

A. F. Branton, M.D., Baroness Erlanger Hospital, Chattanooga 3 

J. Douglas Colman, Johns Hopkins University, Baltimore 5 

Edison Dick, Passavant Memorial Hospital, Chicago 11 

Hal G. Perrin, Bishop Clarkson Memorial Hospital, Omaha 5 

Lester E. Richwagen, Mary Fletcher Hospital, Burlington, Vt. 

Rt. Rev. Msgr. Charles A. Towell, Diocesan Director of Hospitals, 
Covington, Ky. 

Clarence E, Wonnacott, Latter-Day Saints Hospital, Salt Lake 
City 

Kenneth Williamson, secretary, Washington Service Bureau, Mills 
Building, 17th and Pennsylvania Ave., N.W., Washington 6 


10 


Li. 
Gj cans nde candistiinmsidibiiiaien 


Council on Hospital Planning and Plant Operation 


Frank S. Groner, chairman 

Sister Mary Antonella, St. Joseph Infirmary, Louisville 8 

Clement C, Clay, M.D., Hospital Council of Greater New York, 
New York 17 

Brig. Gen. Elbert DeCoursey, MC, USA, Armed Forces Institute 
of Pathology, Washington 25 

Stanley A. Ferguson, University Hospitals, Cleveland 6 

E. D. moseneee, M.D., Long Island Jewish Hospital, New Hyde 
Park, N.Y. 

Paul J. — Lowell General Hospital, Lowell 

ay E. russell, M.D., Hunterdon Medical Center, Fleming- 
on, 

D. B. Wilson, “M.D., University Hospitai, Jackson 5, Miss. 

Clifford Wolfe, secretary, 18 E. Division St., Chicago 10 


Council on Prepayment Plans and Hospital Reimbursement 


Madison B. Brown, M.D., chairman 

Very Rev. Msgr. Edmund J. Goebel, dir. hosps., Archdiocese of 
Milwaukee, Milwaukee 12 

Ralph J. Hromadka, Santa Monica Hospital, Santa Monica 

Harry J. Mohler, Missouri Pacific Hospital, St. Louis 4 

James P. Richardson, Presbyterian Hospital, Charlotte 4 

c. ye. Ph.D., Hospital Council of Philadelphia, Phila- 
e a 

Clyde L. Sibley, Baptist Hospital, Birmingham 11 

R. K. Swanson, Swedish Hospital, Minneapolis 4 

Edward K. Warren, Greenwich Hospital, Greenwich, Conn. 

James R. Neely, secretary, 18 E. Division St., Chicago 10 


Council on Professional Practice 


Albert W. Snoke, M.D., chairman 

Rev. Hector L. Bertrand, S.J., Comité des Hépitaux du Québec, 
Montreal 8 

Lawrence J. Bradley, Genesee Hospital, Rochester 7 

Robert R. Cadmus, M.D., North Carolina Memorial Hospital, 
Chapel Hill 

T. Stewart Hamilton, M.D., Hartford Hospital, Hartford 15 

Frederick T. Hill, M.D., Thayer Hospital, Waterville, Maine 

Karl S. Klicka, M.D., Presbyterian ospital, Chicago 12 

Sister M. Michael, RN., Misericordia Hospital, Philadelphia 43 

Russell A. Nelson, M.D., Johns Hopkins Hospital, Baltimore 5 

Charles F Letourneau, M.D., secretary, 18 E. Division St., Chi- 
cago 10 


Committee on Hospital Auxiliaries 


Mrs. Cecil D. Snyder, chairman 

Mrs. Edmund H. Smith, vice chairman, Seattle General Hospital, 
Seattle 4 

ome, oY Fred C. Baldwin, University Hospitals of Cleveland, Cleve- 


d 6 
Mrs. Frederick N. Blodgett, New England Medical Center, Bos- 


te 

Mrs: —- Brockway, Hospital of the Good Shepherd, Syra- 
cuse 

Mrs. George C. Capen, Hartford Hospital, Hartford 15 

Mrs. James Enyart, Raymond Blank Auxiliary—Iowa Methodist 
Hospital, Des Moines 14 

Mrs. Norman J. Kauffmann, Touro Infirmary, New Orleans 15 

Mrs. A. C. Rood, Presbyterian Hospital Center, Albuquerque 

Mrs. Arthur B. Slack, St. Luke’s Hospital, Denver 10 

Mrs. Alfred H. Taylor, Evanston Hospital, Evanston, III. 

One vacancy. 

Elizabeth M. Sanborn, secretary, 18 E. Division St., Chicago 10 


Blue Cross Commission 


Abraham Oseroff, chairman 

Robert T. Evans, vice chairman, Blue Cross Plan for Hospital 
Care, Chicago 90 

Carl M. Metzger, treasurer, Hospital Service Corporation of West- 
ern New York, Buffalo 2 

Kenneth B. Babcock, M.D., Joint Commission on Accreditation of 
Hospitals, Chicago 11 

Rt. Rev. Msgr. John W. Barrett, director of Catholic Hospitals, 
Archdiocese of Chicago, Chicago 5 

<< ey Calvin, Minnesota Hospital Service Association, St. 
au 

Frank F. Dickson, Northwest Hospital Service, Portland 7 

ae Associated Hospital Service of New York, New 
or 

Roger W. tu Massachusetts Hospital Service, Boston 6 

er R. Hill ennessee Hospital Service Association, Chatta- 


ooga 

Basil Cc. 1 M.D., Commissioner of ee, New York 
City Department of Hospitals, New York 

Elmer F. Nester, Group Hospital Service, St. a 8 

James E. Stuart, Hospital Care Corporation, Cincinnati 6 

D. Lane Tynes, Blue Cross Hospital Plan, Louisville 2 

Ruth Cook aren Maritime Hospital Service Association, Monc- 
ton, 

Richard M. Jones, director, 425 N. Michigan Ave., Chicago 11 


Executive Staff 


Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 

Kenneth Williamson, associate director 

Charles U. Letourneau, M.D., assistant director 

Malcolm T, MacEachern, M.D., director of professional relations 
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NCG’s NEW WALL OUTLET 


AND ADAPTER UNIT 


OXYGEN 
) }2358-50 


YUNDER GAS COMPANY 


FOR PIPED OXYGEN 


No. 22970 Oxygen 
Adapter. Other 
models available 
for all piped gases 
and vacuum, 


WITH FEATURES 
NEVER BEFORE 


No. 238-50 Oxygen Outlet 


OBTAINABLE 


Self-sealing valve mechanism 
Requires no dust cap, no springs, no trap doors. Another first from the 
originators of the “electrical outlet” type of piped oxygen outlet. 


Adjustability after installation 

The margin of adjustment that architects and contractors have been 
hoping for to compensate for varying plaster depth, is now available in 
the new NCG outlet—an exclusive feature. 


One-hand operation 
Insertion or removal is an easy one-hand operation. When you plug in 
the adapter you can feel the perfection of this new mechanism. 


No wiggle 
A double plug on the adapter keeps the flowmeter rigidly upright to 
insure accurate reading. Does not twist or turn. 


Completely flush wall plate 
Satin finish stainless steel wall plate fits flush with the wall, with no pro- 
trusions. Nylon cushion on adapter prong prevents scratching of plate. 


Easy installation 
The valve mechanism is housed in a standard “electrical outlet” type 
of box that is exceptionally easy to install in any kind of wail. 


Safety 

Adapter locks firmly into position and cannot be accidentally released. 
All outlets are keyed to prevent accidental interchange of adapters and 
resulting interchange of gases, all have automatic double check valves 
to conform to NFPA standards. 


Copyright 1964, National Cylinder Gas Company 
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No. 238-50 Oxygen Outlet 
with NCG's new No, 24703 Hu- 
midifier, No. 24680 Flow- 
meter and No, 22970 Adapter. 











Double and Triple Outlets 
ure available in any desired 
combinations of two or three of 
he following: oxygen, vacuum, 

trous oxide, air, and carbon 


MEDICAL DIVISION 


NATIONAL CYLINDER 
GAS COMPANY 


840 NORTH MICHIGAN AVENUE 
CHICAGO 11, ILLINOIS 


BRANCHES IN 56 CITIES 
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T WAS My privilege and pleasure 
| to attend the thirtieth annual 
convention of the Ontario Hospital 
Association, October 25-27. I was 
overwhelmed with the courtesy 
and consideration that was shown 
me, 

The excellence of the program 
was impressive. The interest and 
attendance, particularly on the 
part of the hospital trustees, set 
an example that we in the States 
could very well follow. 

The over-all theme of the con- 
vention was efficiency with econ- 
omy. Hospital operation as a part- 
nership, with the governing board, 
the administrator, the physician 
and the community as partners, 
was discussed at two general ses- 
believe that personnel, 
both professional and nonprofes- 


sions, I 


youn jihesident hefiants 


sional, should be added to the 
partnership. 

Another session featured a com- 
plete and objective discussion of 
the constant and, what seems, the 
eternal question, ‘‘What can we do 
about hospital costs?” 


N NOVEMBER 8, I gave the prin- 
QO cipal address as part of the 
dedication of the new hospital 
pavilion of the Jefferson Medical 
College Hospital, Philadelphia. 
Those of us from other cities who 
brought congratulations that day 
could hardly escape a tingling of 
envy when we saw this latest 
addition to this hospital and medi- 
cal center. 

In my case, the tinge of envy 
was at once diverted by two 








Diack , . . Since 1909 
THE 
SAFETY 
FACTOR 


In a previous advertisement 
we noted that B. subtilis is 
killed in one-third the time 
necessary to melt Diack Con- 
trols. 


Prolonging the time of auto- 
clave operation more than 
triple the time necessary to 
kill this commonly used cul- 
ture-test organism is not nec- 
essary. Thirty minutes at 250 
(15 Ibs. of air-free steam) 
will easily melt Diacks if your 
autoclave is fairly efficient 





Research Laboratories of 


SMITH & UNDERWOOD, CHEMISTS 


(Sole manufacturers of Diack Controls and Inform Controls) 


1847 N. MAIN ST., ROYAL OAK, MICH. 


and you are packing the dress- 
ings into the sterilizing cham- 
ber in a proper manner. 


The melting of Diacks has 
meaning only if they are 
placed at the center of dress- 
ing bundles as these are the 
last locations reached by 
steam. 











thoughts. In the first place, I had 
a feeling of respect and admira- 
tion for the trustees who have in- 
dicated a high personal sense of 
social responsibility and their dis- 
tinct willingness to meet this chal- 
lenge by building the new pavil- 
ion. My second thought was one of 
pride for the American Hospital 
Association, because each new en- 
deavor like this one brings us 
closer to the realization of our 
primary objective—the care of the 
sick and injured with adequate 
teaching, research and diagnostic 
facilities for the best possible pa- 
tient care. I spoke of the creed of 
the hospital and used a quotation 
from Yandell Henderson to illus- 
trate it. It reads: 
"To overthrow superstition, to pro- 
tect motherhood from pain, to free 
mankind from sickness, to bring 
health to all mankind—these are the 
ends for which throughout the cent- 
ury the scholars, heroes, prophets, 
scientists and martyrs of medical 
science have worked and fought and 


died." 


A brief consideration of this 
creed shows it identical to both 
the Hebrew concept of the worth 
and dignity of the individual and 
the purpose of Christianity. A re- 
frain of human kindness, which, 
after all, is an expression of love 
for our fellowmen, is the central 
theme of the creed. The trustees 
of the Jefferson Medical College 
Hospital have shown that they be- 
lieve in this creed, and, by their 
actions, they have been a vital 
and constructive factor in the 
growth and development of medi- 
cal care and education in Phila- 
delphia. 


N MY DISCUSSION of the hospi- 

tal as a college, I pointed out 
that today our general hospitals 
perform more college functions 
than many of us realize. There is 
a considerable amount of educa- 
tional activity even in the com- 
paratively-small community hos- 
pital. In the larger, more depart- 
mentalized hospital, this educa- 
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MERCUHYDRIN ' ® sodium 


Especially valuable in acute, severe 
decompensation, MERCUHYDRIN, outstanding 
parenteral diuretic, helps restore fluid 

and electrolyte balance safely and effectively. 
Improvement is prompt, therapy well tolerated 
and cardiac invalidism appreciably reduced. 


tii NEOHYDRIN‘’S 


RIN 


NORMAL OUTPUT OF SODIUM AND WATER 


With NEOHYDRIN, unexcelled oral diuretic, 
maintenance of the edema-free state is convenient, 
safe and continuous — effective even for 
prolonged periods. Dependence on injections 

is decreased, and patients may be permitted 

a relatively liberal salt intake, 


packaging 
MERCUHYDRIN Sodium (meralluride injection U.S. P): 
available in 1 cc. ampuls, 2 cc. ampuls and 10 cc. vials 


NEOHYDRIN is available in bottles of 50 tablets. There 
are 18.3 mg. of 3-chloromercuri-2-methoxy propylurea 


in each tablet 


COLE rishi Cr dtusrt Me Ohh 


2 . 
akestde LABORATORIES, IN¢ 
MILWAUKEE 1, WISCONSIN 











MILLS 


ALL YOUR 
NEEDS FROM 


ONE 


SOURCE 
OF SUPPLIES 


®@ Gathered together un- 
der one roof are all the 
needs for servicing a hospi- 
tal, from the basic necessi- 
ties to the many comfort- 
making accessories. 


@ All products are made 
of finest quality materials 
in modern, easy-to-clean 
designs, tested for guaran- 
teed satisfaction . . . builds 
prestige and good-will. 


v 
” 


@ Modern, up to date, 
catalog availuble. Com- 
plete and compact. Write 
for your copy today. 


SERVICE 
is 
our most important 
product. 


MILLS 


Hospital Supply Co. 
6626 N. WESTERN AVE. 
CHICAGO, ILL. 


Branch 


1140 Jefferson St. 
Memphis, Tenn. 











tional function begins to have 
greater magnitude. 

Hospitals that operate schools 
of nursing have the added function 
of conducting an undergraduate 
college for women. Units that con- 
duct approved intern and resi- 
dency programs have achieved the 
status of postgraduate schools of 
medicine. 

Hospitals like Jefferson Medical 
College Hospital and those affili- 
ated with medical schools serve as 
clinical colleges for the junior and 
senior medical students’ under- 
graduate instruction. The faculty 
who teach these students in the 
hospital have a dual appointment 
on the faculty of the medical col- 
lege and the hospital. 

The fact that the hospital, par- 
ticularly the teaching hospital, is 
a college has been overlooked and 
is not fully understood. For that 
reason, in many instances, the 
proper organization, financing, con- 
trol and curricula have not been 
adequately established. 

At the turn of the century, the 
idea of the hospital as a college 
that provides a very definite con- 
tribution to medical education was 
almost totally obscured. 

The large number of proprietary 
medical schools, many without 
hospital affiliation, so ignored the 
hospital that in 1903 Sir William 
Osler, then professor and physi- 
cian-in-chief at the John Hopkins 
Medical School and Hospital, was 
prompted to write his essay, The 
Hospital as a College. He argued 


to all— 


that the last two years of under- 
graduate medical school should be 
conducted almost entirely in the 
wards of the teaching hospital. 

Historically, we know that in 
Britain, the present medical schools 
started in the hospitals. Between 
1768 and 1825, Guy’s and St. 
Thomas’ Hospitals in London con- 
stituted the united hospital which, 
in fact, was a medical school. It 
was necessary for the student to 
attend both hospitals to complete 
his medical education. 

As a result of a disagreement 
with St. Thomas’ on the appoint- 
ment of a successor to Sir Ashley 
Cooper as a lecturer in surgery 
and anatomy, Guy’s Hospital de- 
cided to build a medical school 
building and teach those two sub- 
jects formerly taught at St. 
Thomas’, 

It is interesting to note that in 
the year 1825 when the Jefferson 
Medical College opened its hospi- 
tal, Guy’s Hospital in London 
started its medical school. While 
the situation approached the Brit- 
ish tradition, the action at Jeffer- 
son Medical College Hospital was 
reversed in that the medical school 
started the hospital. This was a 
healthy condition inasmuch as the 
hospital was not ignored. 


8 Bratlteg MAD 


F. R. Bradley, M.D., President 
American Hospital Association 
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——7 A NEW CONCEPT 
//\ IN OXYGEN TENTS 








DESIGN 
PERFORMANCE 
ECONOMY 


Model Twenty-Five is the culmination of Ohio’s 25 years of ex- 
perience in designing oxygen tents, Its many “all-new” features 
will set the standards for future tent developments. 


Free demonstration will be arranged on your premises. 
Your local Ohio representative will be glad to show 
you the many unusual user benefits built into this new 
tent. Please mail the coupon below, specifying the 
most convenient time. Meanwhile, let us send you a 
bulletin describing the unit in detail. 


my, 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 
¢ 4 1400 East Washington Avenue, Madison 10, Wisconsin, Dept. H-12 
(_] | am interested in a demonstration — no obligation. The 


following dates would be most convenient. 
OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 
MADISON 10, WISCONSIN 


[_] Send me detailed literature on your new Model Twenty-five 
Ohio Chemical Pacific Company, San Francisco 3 Onyeon Tent. 


Ohio Chemical Canada Ltd., Toronto 2 
Airco Company International, New York 17 
Cia. Cubafia de Oxigeno, Havana STREET ADDRESS 


NAME 


{All Divisions or Subsidiaries of Air Reduction Company, Incorporated) CITY ZONE STATE 


At the frontiers of progress you'll find AN AIR REDUCTION PRODUCT . . AIRCO— Industrial gases, welding equipment, and acetylenic 
chemicals © PURECO — Carbon dioxide, liquid solid (‘DRY ICE'') © OHIO — Medical gases and hospital equipment © NATIONAL 


CARBIDE—Pipeline acetylene and calcium carbide © COLTON CHEMICAL—Polyviny! acetates and alcohols, and other synthetic resin products. 
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built exclusively 
for institutional use... 


SHAMPAINE CASEWORK 


You'll be sure of casework that meets 
highest hospital standards — when you 
specify Shampaine quality for every installation. 


Standard or custom-built casework by 

Shampaine conforms to your exacting specifications. 
It's available in any combination of 

stainless steel and enameled carbon steel. 


We will gladly work with you on 

technical details for proposed installations. 
Use coupon below, or phone 

PRospect 3-7414, St. Louis. 


ene 


Typical Shampaine Hospital 


Casework Installations: 


John J. Cochran VA Hospital, St. Louis, Mo. 
Benedict Memorial Hospital, Ballston Spa, New York 
Bucklin Hospital, Bucklin, Kansas 
St. Vincent's Hospital, Monett, Missouri 
Letterman Army Hospital, San Francisco, California 
Methodist Hospital, Houston, Texas 
Dallas County Hospital, Perry, lowa 
St. Joseph Hospital, Kirkwood, Missouri 
Weld County General Hospital, Greeley, Colorado 
Baton Rouge General Hospital, Baton Rouge, Louisiana 
~, *» American Legion Hospital for Crippled Children, 
St. Petersburg, Fla. 
These installations made for Veterans 
Administration Hospital, Little Rock, Ark, pes es 
SHAMPAINE COMPANY, Dept. H-12 
1920 South Jefferson Avenue 
St. Louis 4, Missouri 


Write for Complete Information 


Please send me complete information on 
Shampaine Hospital Casework. 


Name 
Firm. 


SPECIALIZING IN Street 


HOSPITAL EQUIPMENT 


FOR OVER 25 YEARS City & Zone State 
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Now—Airkem guards against all tes of hospital odors 


: T as. Airkem 10-39 (concentrated 
solution) and 10-40 (ready-to-use dilution) wipe out 
surface odors on contact—sanitize at the same instant. 


Economical, easy to use—a boon to your staff! 


KILLS AIR-BORNE Of Famous Airkem Wick and Mist, 
approved by more than 1000 leading hospitals, combine over 
125 effective odor-counteracting ingredients with chloro- 
phyll. Odor-protection is long lasting. Your visitors 


notice the welcome difference! 


K your Safe, hospital-tested Airkem Top-O-Chlor 
effectively checks disagreeable wound odors. Non-toxic, 
non-irritating. Protects your patients as well as your staff, 


AIR} is designed to fit 


hospital budgets. Let your nearby Airkem 


representative show you how —mail coupon today! 


Airkem, Inc. 

241 East 44th Street 

New York 17, N. Y. 

Gentiemen: | am interested in o free, 3-way odor-control 


The Odor Counteractant 
demonstration for my hospital. No obligation, of course. 


For Industrial and 


Professional Use iia one ite. 
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Enjoys the Acceptance 
of Many of America’s 


FINEST HOSPITALS 


The Good Samaritan 
Hospital, West Palm 
Beach, Florida, is served 
by this Tube-Ice unit. 


The McLeod Infirmary 


Florence, South Carolina 
Our Lady of Peace Hospital 
Louisville, Kentucky 
Cleveland City Hospital 
Cleveland, Ohio 


Southwestern State Hospital 
Marion, Virginia 


Englewood Hospital 


Englewood, New Jersey 


Norton Memorial Infirmary 
Louisville, Kentucky 


Rochester General Hospital 
Rochester, New York 


Vanderbilt University Hospital 


Nashville, Tennessee 


U. S. Naval Hospital 
Camp Jos. Pendleton, Oceanside, Cal. 


Otisville Municipal Sanatorium 
Otisville, New York 


University of North Carolina Hospital As 
Chapel Hill, North Carolina Li” ts 
Installatior f a 2000 pounds per day capacity JA 
Tube-lce Machine at Watts Hospital, Durham, N.C v/ 
*Tube-Ice, produced by the Vogt a Tuber 
Machine, is a clear, hard ice of superior qualify ’ 
cylinder or crushed ice may be had from the sat Aunit at, 
) the flick of @ switch! Units are available in sizee_fro 
2000 pounds per day up to any desired capacity. — 


HENRY VOGT MACHINE CO., LOUISVILLE 10, KY. 


BRANCH OFFICES: New York, Philadeiphia, Chicago, Cleveland 
$t. Louis, Dallas, Charleston, W. Va. 


HOSPITALS 





ATTENTION: SAFETY-MINDED ADMINISTRATORS 


The Latest FOR ASSURED SAFETY SPECIFY THE 
PRACTICAL 


thing in ' de 
WTaaNte «= Aew HARD Uda-Lde 


ON EVERY BED 














SPECIAL FEATURES 


Provides unusually great clear- in handling. 

ae aia floor and lower Rugged “Life-Long” welded con- 
edge oF side, struction for extra strength, 
safety and durability. 


Slides straight up and down to 
Save space. Convenient fingertip releases. 


Extreme light weight for ease Smooth and quiet operation 





337 Quality Items for the Modern Hospital Room 
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Sold Exclusively | AR 

through ) MANUFACTURING CO. 

Hospital and Surgical i rr A N FOUN 
Dealers 
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Income tax on employee meals 


What is the most recent information 
on the income tax to be paid by em- 
ployees on meals furnished them by 
the hospital? 


The new tax law, known as the 
Internal Revenue Code of 1954, 
provides that meals and lodging 
are to be excluded from gross in- 
come of the employee if they are 
furnished primarily for the benefit 
of the employer, regardless of 
whether such maintenance is con- 
sidered to have compensatory 
value, Elimination of the test of 
compensatory value has reduced 
much of the past confusion. This 
provision applies, however, only if 
the meals are furnished on the 
business premises of the employer 
or, in the case of lodging, if the 
employee is required to accept 
such lodging on the premises as 
a condition of his employment.— 
MARION J, FOSTER. 


Funds for new facilities 


Are provisions made in the Hill- 
Burton program for funds for clinics 


and outpatient departments? 


It has been our feeling that 
diagnostic and treatment centers 
have been provided for under the 
basic Hill-Burton program. “Diag- 
treatment facilities 
the wording used in the new bill 
and is interpreted to include fa- 
cilities within hospitals. This cer- 
tainly could include clinics and 
outpatient departments. 

The thought of the drafters of 
the new bill was that diagnostic or 
treatment facilities would also be 
interpreted to provide for facilities 
in communities that do not have a 
hospital. Hospitals therefore would 
be eligible for funds under the new 
bill to provide facilities that are 
used for diagnosis and treatment. 
In reality, then, the new bill simply 


nostic or i 


The answers fo the above questions should not be 
construed as being legal advice. Hospitals with 
legal problems are advised to consult their own 
oftorneys. 


20 


makes a greater amount of money 
available for this category of fa- 
cilities and thus supplements the 
existing Hill-Burton program. — 
KENNETH WILLIAMSON. 


Surgical descriptions 


On the report of an operation, what 
information should the surgeon in- 
clude? 

In describing an operation the 
surgeon should follow an outline 
similar to this: 

1. Name of operation. 

2. Location and length of in- 
cision. 

3. Name of muscular or other 
layers cut through. 

4. Incision of peritoneum, if in 
the abdomen, or structure of this 
nature elsewhere. 

5. Findings before operation. 

6. Operating procedure, step-by- 
step. 

7. Part removed—organ, tumor, 
cyst, or other pathological condi- 
tion. 

8. Each step in closing wound, 
and sutures used. 

9. Dressing applied. 

10. Gross analysis and descrip- 
tion of the tissue removed. — 
MALcoLM T. MACEACHERN, M. D. 


Air conditioning 


We are considering air-conditioning 
our operating rooms and would like 
to know if individual room air condi- 
tioners would be satisfactory for this. 

This question has been asked 
frequently during the warm sum- 
mer months and is not easily an- 
swered. No doubt it would help in 
cooling for summer comfort, al- 
though we have little information 
concerning hospital experience in 
application of these units to oper- 
ating room conditioning. There 
may be, however, some misconcep- 
tion of the full purpose and mean- 
ing of air conditioning. 

True air conditioning includes 
not only summer cooling but also 


heating. More significantly, it in- 
cludes control of humidity and 
removal of dust and impurities 
from the air. Domestic-type win- 
dow air-conditioning units have 
been developed primarily to ac- 
complish cooling. 

Another shortcoming would be 
that the air supply and exhaust 
in a window installation would not 
be at desirable levels for an oper- 
ating room. Also, for safety, air 
that is exhausted or recirculated 
must not pass by or come in contact 
with the motor, switches or any 
other possible source of electric 
sparks. 

Where a group of rooms is to be 
air-conditioned, better perform- 
ance and control and simpler main- 
tenance might be obtained from 
a centralized unit. It is quite pos- 
sible that the central unit also 
would be a better investment. In 
Section A-3-2 of NFPA Bulletin 
No. 56, Recommended Safe Prac- 
tice for Hospital Operating Rooms, 
beginning on page 34, are refer- 
ences to ventilation and air con- 
ditioning that will give some data 
on design criteria for air condi- 
tioning of the operating rooms.— 
CLIFFORD WOLFE. 

Hospital bed ratios 

We are going to expand the hospital 
facilities for our employees in Saudi 
Arabia. To help us in our planning, can 
you give us the ratios of hospital beds 
to physicians and to the population? 

Generally, hospital bed ratios 
are computed on the basis of popu- 
lation rather than on the number 
of physicians. By this, I do not 
mean to intimate that the number 
of available physicians is not an 
important consideration. In fact, I 
should think in your case that this 
would be even more significant than 
usual. In addition, there are many 
factors that must be considered in 
planning expansion of hospital fa- 
cilities. A few are income levels 
of the people who may require 
treatment in the hospital, distance 
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Again, Troy is out in front with the largest padded rolls. 
Flatwork travels through the new ‘‘Speedline” Ironer up 
to 110 feet a minute! This speed is possible because 
greater chest area and oversize 135” rolls dry flatwork 
faster. And, the ironer is designed to operate on 125 
pounds steam pressure. ‘“Speedline”’ actually processes 15 
to 20% more flatwork per hour and turns out the work 
at proportionately lower cost. 


The “Speedline” Flatwork Ironer has tapered roller bear- 
ings on drive shafts and padded rolls. These bearings 
need much less attention and last years longer —a 
“Speedline” exclusive! Lubrication is necessary only once 
in 6 months. What’s more, the nuisance of oil and grease 
on the ironer aprons is virtually eliminated. And to speed 
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Division of American Machine 
and Metals, Inc. 
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NEW TROY “SPEEDLINE”’ IRONER 


up repadding, a pressure mechanism lifts padded rolls 3” 
off the chest. 


MODERN DESIGN 

“Speedline” is streamlined . . . and it’s low-slung . . . so 
employees find it more convenient to feed and receive the 
flatwork. 

An added safety feature is ‘“Speedline’s” magnetic brake, 
When the motor is cut off, the rolls stop dead without 
coasting. Spring padding and vacuum device are available 
as extras, 

Eliminate the flatwork bottleneck in your laundry, Send 
for all the facts now. 


TROY LAUNDRY MACHINERY 

Dept. H-1254 

Division of American Machine and Metals, Inc. 
East Moline, Illinois 


Q4 | Send me data on the new Troy 
’ Flatwork Ironer 
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of the proposed hospital facilities 
from the patients who may be 
treated there, availability of other 
hospital facilities in the area, typi- 
cal occupational illnesses of the 
patients who are likely to require 
treatment, and the age, sex and 
occupations of the people in the 
area to be served by the hospital. 
Several ratios have been worked 
out regarding the number of hos- 
pital beds that are required to 
meet population needs. One of the 
best summaries of the various ra- 
tios is presented in the book, How 


ihe *s. 


Many General Hospital Beds are 
Needed? by Louis S. Reid and 
Helen Hollingsworth, of the United 
States Public Health Service. 
Copies of this publication may be 
purchased from the Superintendent 
of Documents, United States Gov- 
ernment Printing Office, Washing- 
ton 25, D. C., for 25 cents each. 
Another excellent reference on 
factors affecting the size, use and 
need for hospital facilities appears 
in the report of the Commission on 
Hospital Care, Hospital Care in the 
United States. This book may be 
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PREFERRED local anesthesia 


purchased from the Harvard Uni- 
versity Press, Cambridge, Mass. 
Additional statistics on ratios of 
hospital beds to population in the 
United States (1946-1953) were 
printed in the 1954 Administrators 
Guide Issue, Part 2 of June Hos- 
PITALS, official journal of the 
American Hospital Association. For 
1953, these figures show 3.418 beds 
per 1,000 population in short-term 
hospitals excluding federal hospi- 
tals; 6.479 beds per 1,000 popula- 
tion in all other types of hospitals; 
and 9.898 beds per 1,000 population 
in all hospitals—JAMEsS R. NEELY. 


Hospital auxiliary installation 
Who 


auxiliary installation services? 


should preside at hospital 


Some auxiliaries have the past 
presidents participate in the in- 
stallation services. Others have the 
hospital chaplain or a clergyman 
who is closely associated with the 
hospital work preside. Still an- 
other plan is to have the entire 
membership take part in the in- 
stallation—that is, the president 
or the person conducting the serv- 
ice asks the members to give their 
loyal support to the new officers. 
This is a particularly-interesting 
device when the membership is 
large and much of the work be- 
comes the responsibility of the 
officers and chairmen of commit- 
tees.—ELIZABETH M. SANBORN. 


What is Health Service, Inc.? 


Xylocaine® Hydrochloride (Astra) 
merits special consideration by the busy 
anesthesiologist and surgeon. Profound 
in depth and extensive in spread, its 
well-tolerated effect is more significantly 
measured by the time saved through. its 
remarkably fast action, by which so 
much normally wasted “waiting time” 
productive “working 


A number of prepaid hospital in- 


surance subscribers have submitted 
identification cards at our admission 
desk bearing the name of Health Serv- 
ice, Inc. Our local Blue Cross plan 
verifies pay- 
ments for these patients. How does 
Health Service, Inc., fit into the Blue 


Cross picture? 
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A 4th dimensional approach 
to preferred local anesthesia 


Write department H2 for complete bibliography 


ASTILA PHARMACEUTICAL PRODUCTS, INC. 
. WORCESTER, MASS. U.S.A. 


"U.S. Patent No. 2,449,498 


Health Service, Inc., is a national 
agency established by Blue Cross 
plans to assist in the enrollment 
and servicing of national accounts. 
It was organized to provide uni- 
form benefits and rates on a nation- 
wide basis to firms with employees 
and plants in more than one plan 
area. 

Without such an organization, a 
national firm would have great 
difficulty in obtaining uniform 
rates and benefits for their em- 
ployees in different plan areas 
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Y, GROSS RACK-PACK—package containing one 
size of B-P RIB-BACK blades on three arms—24 
blades to the arm. This addition to the RACK-PACK 
family embodies the same convenience in use and blade 
protection as the one gross RACK-PACK . . . and is 
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because of the variations in the 
plans. Health Service, Inc., can 
arrange a uniform contract on a 
nationwide basis for the firm. The 
local Blue Cross plans then take 
over the administration of the 
contract for those employees in 
their own areas. 

In those places where the Health 
Service, Inc., exceeds the benefits 
of the local plans, the plan pays 
the full contract rates and is re- 
imbursed by Health Service, Inc., 
for the portion in excess of the 
plan rate. There are a few excep- 


tions to this procedure, wherein 
Health Service, Inc., pays the hos- 
pital directly. 

Health Service, Inc., is a stock 
casualty insurance company, or- 
ganized in 1949 under the laws of 
Illinois. Shares in it are wholly 
owned by the Blue Cross Associa- 
tion, whose members are identical 
to the Blue Cross Commission, thus 
assuring control of operations by 
the national Blue Cross organiza- 
tion. 

Health Service, Inc., represents 
another of the many efforts of Blue 





This question is asked by the Joint Commission on 


Accreditation in their Hospital Accreditation Scoring 


Report. They further emphasize the importance of cross- 


indexing by allotting 5 rating points to this one question. 








Consider These /mportant Features 
OF OUR 


CROSS-INDEXING FORMS 


Conform to the latest edition of the Standard Nomenclature 


OR aw ae ee 


Designed by a leading authority in the medical record field 
Rulings spaced horizontally and vertically for typewriter use 
Can be conveniently used in either vertical or visible files 
Entire space utilized to provide for more entries per form 
Always immediately available from our large current stock 
Economically priced because produced in large quantities 


Long lasting because printed on durable 36-lb. quality stock 








Free Sample Forms Are Available for Your Consideration. Write Dept.H-12 


PHYSICIANS’ RECORD COMPANY 


Publishers of HOSPITAL and MEDICAL RECORDS Since 1907 


161 W. Harrison Street 
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Cross plans to make available to 
all people prepaid hospital service 
sponsored by America’s hospitals. 
Its creation was necessary for Blue 
Cross to meet the need of large 
national groups, which otherwise 
would find it difficult to participate 
in the advantages of Blue Cross.— 
HAROLD BAUMGARTEN, Blue Cross 
Commission. 


Obstetrical procedure consent 

The question of consent of the pa- 
tient in regard to obstetrical proce- 
dures has come up in our hospital. 
What is the usual practice in regard 
to this? 

As a general rule, it is consid- 
ered good practice to obtain con- 
sent for all procedures that are 
carried out in the hospital. In ob- 
stetrics, however, the question of 
consent rarely arises. Nevertheless, 
some obstetrical cases have caused 
considerable embarrassment both 
to the hospital and to the obste- 
trician. 

It is not advisable to obtain a 
permit authorizing anyone in the 
hospital to do whatever he thinks 
fit under the circumstances. In an 
emergency, the attending physician 
or obstetrician is presumed to have 
the authority to go ahead with 
whatever procedure he deems to 
be the best. Where the case is elec- 
tive, however, several choices may 
be open to the patient, and she 
should be consulted about the pro- 
cedures that are contemplated and 
her consent obtained. 

Particularly is this true in the 
case of the spinal anesthetic. Some 
patients have a marked aversion 
to this type of anesthetic, and a 
failure to respect the wishes of the 
patient might be costly to the hos- 
pital and to the physician. Sim- 
ilarly, where a cesarean section 
or other operative procedure is 
proposed, the patient should be 
given an opportunity to consent to 
the risk involved or to take her 
chances of coming through with 
a normal delivery.—CHARLEs U. 
LETOURNEAU, M.D. 


Capital for bed endowment 
Can you supply me with informa- 
tion on the amount that is considered 
the average capital sum for the en- 
dowment of a hospital bed? 
The average capital sum for the 
endowment of a hospital bed has 
caused hospitals some concern even 
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New Faith Hospital helped 


by American planning 


New 56-bed Faith Hospital, St. Louis, 
Mo., had its clean linen needs surveyed 
by an American Laundry Consultant. 
Working with the Architect, American 
then made the layout for a smooth-oper- 
ating, efficient laundry. Equipment was 
specified and installed to keep up a reg- 
ular flow of work at lowest cost in labor 
and supplies. 


Faith Hospital’s American-equipped 
laundry produces all linens, staff uni- 
forms and other apparel. Quality-laun- 
dered linens are returned to service fast. 
And, better control makes possible a 
small linen inventory. 


Whether you are planning new construc- 
tion, or want to reduce costs in your 
present laundry, American can show you 
the way. There is an American Field 
Service Office near you, ready to give 
advice and service at all times. 


You can depend on your American 
Laundry Consultant’s advice Zone-Air Drying Tumbler and Uniform Press Unit 





in your selection of equipment 
from the complete {merican Line. u orld’s Largest, Viost 
Backed by our 86 years experience Complete Line of Laundry and 
in planning and equipping eather, Sagey~ 
laundries, he can help solve 17 SENG Se 
your clean linen problems. Ask 

for his specialized assistance 

anytime ... no obligation. ry ee r Cc Piss. | ri 


The American Laundry Machinery Company « Cincinnati 12, Ohio 








ALM-190 
The American Laundry Machinery Co. Name 
Cincinnati 12, Ohio 
Hospital 
Send information on Hospital Laundry 
Equipment. Address 


}] Have American Laundry Consultant call. City 
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fortunate 
enough to benefit by these financial 


though they may be 
grants. 

A formula that 
estimate the capital sum 
endowment of a bed follows: 


1. If a hospital has an average 


used to 
the 


can be 


for 


occupancy of 80 per cent, we could 
assume that one hospital bed would 
be used for 292 days during the 365 
days available. 

2. If the patient day cost is $23 
per patient day, the hospital would 
need an annual income of $6,716 
to render 292 days of free care 
during the year. 


3. With an average return of five 
per cent on the investment, a sum 
of $134,320 would be required to 
give the needed income to cover 
the cost of 292 days of free care at 
$23 cost per patient day. 

This formula can be used to fit 
the local situation depending upon 
the quality of the investments that 
are available to the hospital in 
question. This formula also assumes 
that only the income is available 
for free care and that the principal 
is to remain intact. We would sug- 
gest that the hospital consult the 
trust department of the local bank, 
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as well as consult qualified mem- 
bers of their governing board who 
might be able to offer further sug- 
gestions. 

Many hospitals that were do- 
nated large sums of money 20 or 
30 years ago now find themselves 
hamstrung because of increasing 
costs. For example, the hospital 
may have received a sum of “x” 
dollars, the income from which 
was to be for free care of a certain 
group of patients. Today, this 
amount may not render sufficient 
income to cover the full cost in- 
volved. 

True, the hospital receives some 
benefit. It would be most helpful, 
however, if the grants to hospitals 
time to 
in- 


could be reviewed from 
time and the total principal 
creased to allow for sufficient re- 
turn on the principal to cover the 
change in dollar value, the change 
in investment return and, of 
course, the increase in the patient- 
day cost. 

It would be wise on the part of 
the hospital authorities, if they 
have the opportunity, to see that 
large sums of money granted to 
hospitals be unrestricted as_ to 
principal, as well as income on the 
principal. This gives the hospital 
more latitude in the use of such 
monies and often enables them to 
establish sounder financial policies. 

RONALD A, JYDSTRUP. 


Malpractice insurance 


We have a number of questions con- 
cerning malpractice insurance and 
would appreciate your answers. (Ours 
is a special, county-operated hospital.) 
1. What is the difference in malprac- 
tice policies written for special hospi- 
tals and for others? 2. What persons 
should be covered? 3. What protection 
is deemed necessary from the stand- 
point of public liability in relation to 
the staff? 4. What insurance is needed, 
other than protection for the county, 
in connection with the care and treat- 
ment of patients? 5. What is the ap- 
proximate cost of liability insurance? 

1. To my knowledge there is no 
difference in policy form between 
professional liability (malpractice) 
insurance for county hospitals and 
nongovernmental controlled in- 
stitutions nor between general and 
special hospitals. 

2. In regard to what personnel 
should be covered, the Hospital 
Professional Liability (malprac- 
tice) Policy, as underwritten by 
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How are you fixed for fixer? 


HETHER it’s chemicals, fresh x-ray film, 
cassettes or any of the thousand-and-one 

x-ray supply and accessory items — you'll find a 
handy stock at the G-E X-Ray field office near you. 
There are 68 of these factory-owned branch 
offices strategically located throughout U. S. and 
Canada. From any one of them, you can get 


prompt delivery... top quality and value merely 


by picking up your telephone. Or you can use 
handy, postpaid G-E order forms. 

Reserve factory stocks at General Electric's 
X-Ray Department, Milwaukee 1, Wis., plus 
direct shipments from film and other manu 
facturers, “backstop” local G-E X-Ray Supply 
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member companies of the National 
Bureau of Casualty Underwriters, 
includes as individuals only the 
administrator and members of the 
board of trustees or similar gov- 
erning body. The intent is to cover 
the hospital as a corporate entity. 

The question immediately arises 
as to employees and medical staff. 
Almost every 
professional 


doctor carries his 
own liability 
ance, which extends to his practice 
both inside and outside the hospi- 
tal. Nurses and laboratory, medical, 
or x-ray technicians also may pur- 


insur- 


chase special professional liability 
insurance. Some contracts under- 
written by companies not members 
of the bureau do cover employees 
as individuals. 

3. By public liability in relation 
to the staff, I assume that you mean 
administrative acts of employees 
i.e., those of nonprofessional nature 
for which the hospital might be 
held liable. The contract for this 
purpose is the Owners’, Landlords’ 
and Tenants’ Liability Policy. It 
covers bodily injury to patients 
and the public and damage to 
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Lower your replacement costs and at 
the same time get greater comfort and 
more uniform support in your mat- 
tresses and furniture. Insist on the 
built-in protection of Perm-A-Lator 
Wire Insulators. No matter what you 
pay, you'll get more for your money 
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property other than that of the 
hospital caused by acts of em- 
ployees or hazards arising out of 
the operation of the hospital’s 
physical plant. 

4. In regard to insurance other 
than for the protection of the 
county’s property—i.e., patients’ 
property accepted for safekeeping 
—the hospital may wish to insure 
this property under a specific bailee 
contract; or by an endorsement to 
the fire insurance policy covering 
hospital property; or, in part, by 
one of the forms of theft insurance. 

5. It is difficult to give an es- 
timate of cost for hospital profes- 
sional insurance. According to the 
liability manual of the National 
Bureau of Casualty Underwriters, 
each governmental hospital is spe- 
cially rated. 

Some helpful material relating 
to these questions may be found in 
the literature, for example, the 
Manual on Insurance for Hospitals 
of the American Hospital Associ- 
ation, 1940 edition; an article, 
“Adequate Insurance Coverage,” 
by Sister Elise of our Committee 
on Insurance for Hospitals; and a 
series of articles entitled ‘“‘How to 
Buy Insurance for Hospitals,” by 
Richard C_ and Dwight W. Sleeper. 
This material is available as a 
package library on loan from the 
Association Library.—WILLIAM T. 
ROBINSON, 


Evaluation of purchasing 
In what ways may a_ purchasing 
agent evaluate his department as well 
as his activities? 

One way is to make an analysis 
of the inventory on hand and of 
the items that are moving slowly. 
Also, a survey of back orders and 
follow-ups on them would be illu- 
minative. A study of the number of 
emergency purchases, which are 
expensive, would be of value. A 
perpetual inventory system, accu- 
rate distribution and adequate re- 
porting are of prime importance. 

Another thing to watch carefully 
is the turnover of personnel, as that 
may be a clue to the quality and 
quantity of work being performed. 
Of course, the financial condition 
of the hospital, the policies of the 
board of trustees and administra- 
tion, and the quality of personnel 
available may be limiting factors 
to any department’s success.— 
JOSEPH A. WILLIAMSON. 
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C IB A offers 


new medical films 


for showings in your institution 


“Pheochromocytoma — 
a cause of hypertension” 


An interesting film dealing with 
the diagnosis and treatment of a 
curable form of hypertension. 


Illustrates the need for routine 
screening of hypertensive pa- 
tients to rule out the presence of 
such a tumor. 


Sound and Color 


Running Time: 24 min. 


“Effect of Serpasil (reserpine) 
on monkeys” 


A film which dramatically illus- 
trates the tranquilizing effect of 
Serpasil, a pure crystalline alka- 
loid known as reserpine. 


An interesting presentation for 
viewing by members of the 
medical, pharmacy and nursing 
professions. 


Sound and Color 
Running Time: 15 min. 


« 
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Booking Arrangements—It is suggested that requests be entered a minimum of 
3 weeks prior to your intended showing date. If you wish, the necessary projection 
equipment and a qualified operator will be provided, without charge. 

Requests for showings of these films should be directed to the nearest office of 
our distributing agents— 

Ideal Pictures Corporation: 

Kast— 233-239 W. 42nd Street, New York 36, New York, Tel.: LAckawanna 4-0916 
Central—58 E. South Water Street, Chicago 1, Illinois, Tel.: Dearborn 2-7676 
South—18 S. Third Street, Memphis 3, Tennessee, Tel.: 37-4313 

West—4247 Piedmont Avenue, Oakland 11, California, Tel.: Piedmont 54886 
Hawaii— 1370 S. Beretania Street, Honolulu, T. H., Tel.: 65336 
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to Mr. Purchasing Agent 
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ANGELICA SCRUB GARMENTS- 


and got longer wear at lower cost 


It’s a wise Purchasing Agent who weighs all the evidence and 
then makes the decision to change his old buying habits without 
delay. Hundreds of Purchasing Agents are doing just that — 
switching to Angelica Scrub Garments and cutting replacement 
costs. Look at these features: 

(1) “Task-tested”, exclusive Armor* Cloth...or Monte* Cloth, 
the fabric that lasts as much as 25% longer. (2) All strain points 
securely bar-tacked against costly tears. (3) Re-inforced V-neck, 
roomy, easy on and off. (4) Full-cut armholes. (5) Self material 
trouser drawstring permanently attached to prevent working 
loose. (6) Full, roomy crotch. 


All Angelica Hospital Apparel is available for prompt delivery. 
Call your Angelica representative today. 
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1427 Olive, St. Lovis 3+ 107 W. 48th, New York 36 ¢ 177 N. Michigan, Chicago 1 +110 W. 11th, Los Angeles 15 


HOSPITALS 





rom all of. us al 


PICKER X-RAY) 


DECEMBER 1954, VOL. 28 





Bias 


fe PERFECT 








For AUTOMATIC LAUNDRIES, 
DRIVE-IN PLANTS, HOSPITALS, 
HOTELS, MOTELS AND INSTITUTIONS 
* 
CHICAGO End Loading WASHERS 
Sizes 
30" x 15” 25 Lb. « apacity 
30” x 18” 35 |b. Capacity 
36" x 18” 50 lb. Capacity 
36” x 22” 60 lb. Capacity 
42” x 26" — 100 lb. Capacity 


CHICAGO Stainless Steel DRAIN SLIDES 
CHICAGO Ball Bearing EXTRACTORS 
Sizes 
20” — 25 lb. Self Balancing Type 
24" — 40 lb. Self Balancing Type 
6" — $0 lb. Capacity 
30” — 75 lb. Capacity 


A typical installation of CHICAGO DRYER CO. equipment 








Stainless Steel DRAIN SLIDES 


HI End Loading WASHERS 
Ball Bearing EXTRACTORS 


Assure you of minimum labor and operating costs. These 
machines are engineered to operate together. Note how the 
Stainless Steel Drain Slides line up under Washer doors even 
with tops of Extractors so washed work slides smoothly from 


Washers to Extractors. No truck tubs are necessary. 
Complete catalog on request. 


FLATWORK IRONERS « WASHERS e EXTRACTORS e DRYERS 





DRYER CO. 


2224 North Pulaski Road « Chicago 39, Illinois 


HOSPITALS 





FOR OPTIMAL 
PARENTERAL 
PROTEIN 

NUTRITION... 


6677 . . 
nig aba roe oly lod 


Designed for more complete intravenous feeding in brief 
or prolonged illness, Amigen solutions provide for: 
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GIVING CREDIT FOR RETURNED DRUGS 


| NIVE hospital administrators and 
three chief pharmacists were 
asked to express their opinions on 
giving credit to patients for re- 
turned drugs. The wording of the 
question posed to these persons 
was: “should patients be given 
credit for unused drugs that are 
returned to the pharmacy and 
that can be re-issued?” All re- 
spondents felt that credit should 
be given, but each indicated fac- 
tors to be taken into consideration. 


Point of diminishing returns 


THERE ARE differences of opinion 
on the subject, but I think all hos- 
pitals should have a fair routine 
procedure for 
crediting patients’ 
accounts for un- 
used drugs re- 
turned to the 
pharmacy that 
can be re-issued 
toanother patient. 

The following is 
the procedure at 


our hospital: 9 Wes 


1. Drugs re- wr ALDRIDGE 
turned to the 
pharmacy in the amounts of 50 
cents or more, previously charged 
to the patient, are credited. No 
credit is given for returned drugs 
in amounts less than 50 cents. This 
principle is applied in order to 
absorb the cost of routine stock 
drugs or nuisance drugs, such as 
aspirin, sedatives, laxatives, etc.; 
and also, to eliminate costly and 
time-consuming posting proced- 
ures, 

2. All single vials of penicillin, 
abbocillin and comparable drugs 
are credited when returned to the 
pharmacy. On larger, used vials, 
no credit is given when returned 
to the pharmacy. 


34 


3. Drugs returned to the phar- 
macy that are marked “bedside” 
are destroyed by the pharmacy and 
no credit issued. 

I think the important principle 
for hospitals to remember in cred- 
iting returned drugs for re-issue is 
that there is a possibility of reach- 
ing a point of diminishing returns, 
which could cost the patient more 
for drugs because of complicated 
bookkeeping procedures. A mini- 
mum credit should be established 
for the benefit of the patient and 
the hospital—GERALD L, ALDRIDGE, 
administrator of Mary Lanning 
Memorial Hospital, Hastings, Nebr. 


Expense involved in drug return 


THE QUESTION of returned drugs 
poses quite a problem for all hos- 
pitals. There are many instances 
when such un- 
used drugs can be 
returned to bulk 
stock, credit is- 
sued to the pa- 
tient and the drug 
re-issued. 

There is, of 
course, expense 
involved in re- 
turning this drug 
to stock on the is- 
suance of a credit 
This expense would be allocated 
to the pharmacy department for 
the labor involved in checking the 
drug returned to see if it is in us- 
able condition, replacing in stock 
and then writing and transport- 
ing the credit slip to the account- 
ing office, where an additional labor 
charge is involved in posting the 
credit on the ledger. 

This entire procedure actually 
costs the hospital money, and an 
accurate charge should be deter- 
mined, After this charge has been 


MR. BECK 


determined, credit should not be 
issued for less than this deter- 
mined amount. Many hospitals 
have adopted such a basic figure. 

I believe that credit should be 
issued for re-usable drugs re- 
turned to the pharmacy. This credit 
could only be allowed after the 
basic cost of issuing a credit has 
been determined and allocated to 
each possible credit.—ALLEN V. R. 
BECK, chief pharmacist of Indiana 
University Medical Center, Indian- 
apolis. 


What is re-issuable? 


WHEN THE ISSUED medication is 
stored on the nursing units and is 
under the care and supervision of 
members of the 
nursing staff, the 
patient’s account 
should be cred- 
ited for unused 
portions of medi- 
cation that can be 
re-issued. Usually 
in order to obvi- 
ate the issuance 
of a large num- 
ber of credits in- 
volving small 
amounts of money, a certain mini- 
mum credit value is established. 
This minimum usually ranges from 
$1 to $3, and the patient is given 
credit when the returned usable 
medication is within the minimum. 
No credit is issued if the value of 
the drug is lower than $1 or $3, as 
the case may be. 

Without attempting an extensive 
definition of re-issuable medica- 
tion, it may be pointed out that 
these will usually consist of am- 
pules, unopened vials, capsules and 
tablets. Examples of medication 
that would not be re-issuable in- 
clude eye drops, nose drops, oint- 
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Architectural award-winning LANKENAU 
my HOSPITAL for 1954. 300 beds served by the 
Delivery Room facility fo re . , 
eqsigged with Conte most advanced technics and modern equip- 
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able and ceiling sus- word in patient care and a a . +» equipped 
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sia il ae and superior surgical lights. 
Sterile Supply De- 
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sterilizers equipped 
with the Castle Ther- 
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ments, liquid preparations for oral 
use in general, and specially-com- 
pounded preparations. The deci- 
sion as to what is re-issuable should 
be left to the pharmacist and/or 
the pharmacy therapeutics 
committee. 

The main point in arriving at a 
policy of credits for re-issuable 
medication is the consideration of 
patient safety. If the medication 
has been stored, properly-labeled, 
on the nursing unit under the su- 
pervision of a nurse and has not 


and 


been in contact with the patient, 
then it may be assumed that there 
is no hazard to the safety of other 
patients in re-issuing the drug. 
Even under such conditions, how- 
ever, it is not advisable to re-issue 
liquid medication that has been 
opened several times on the nurs- 
ing units. The reasons for this are 
the dangers of contamination and 
the possibility of evaporation of 
alcohol or other solvents with a 
resulting change in potency. 

No credit should be given to out- 
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COMPILED BY EDITH DEE HALL, R.N. -- whose years of experi- 
ence as an Operating Room Supervisor coupled with her interest in the 
welfare of nurses have amply qualified her for preparing this simple 


guide for the young nurse. 


250 TYPES OF OPERATIONS — Both students and teachers should 
welcome this book for it fills a long-felt need — a ready reference book 
showing the types of instruments required for the 250 operations defined. 


MORE THAN 1000 ILLUSTRATIONS 
OF SURGICAL INSTRUMENTS — This section of the Guide serves as 


a fairly complete surgical instrument catalog. The illustrations include 
not only every instrument mentioned in the text but also many more of 


similar type — up to a total of mo 
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re than one thousand. 


FOR PROMPT SHIPMENT SEND COUPON TODAY! 
EDWARD WECK & CO., INC. 
135 Johnson St., Brooklyn 1, N, Y. 
Send at once —__copies* of Surcicat Instru- 
ment Guive For Nurses at____. 

*one copy $4.00: 10 copies, $3.80 ea.: 25 copies, 
$3.60 ea.: 50 copies, $3.40 ea.: 100 copies, $3.20 ea. 
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patients for returned medication. 
There are too many possibilities for 
contamination, deterioration and 
other sources of error in such a 
practice. There may be unusual 
circumstances when it may be ad- 
visable for the hospital to issue a 
credit to outpatients for returned 
medication, Such instances, how- 
ever, must be judged on the basis 
of public—and in some cases pro- 
fessional — relations; and even 
though a credit is issued to the 
outpatient, the rule should be to 
discard the medication.—Don E. 
FRANCKE, chief pharmacist of Uni- 
versity Hospital, University of 
Michigan, Ann Arbor. 


Less than 100 per cent refund 


IN ALL HONESTY to our patients, 
there can be no other answer to 
this question than, “yes.” So long 
as the drugs re- 
turned can be re- 
issued, it is sound 
policyinthe 
operation of the 
pharmacy and of 
the hospital to 
have a refund 
procedure. The 
patient has not 
purchased the 
drugs initially by 
his own choosing 
and free will. The drugs were pre- 
scribed by the physician for the 
welfare of the patient, and the 
charge for the drugs is made to the 
patient on the basis of implied au- 
thority given by the patient to his 
physician to encumber him with 
the indebtedness for the drug. 

If the item being sold is in any 
way perishable or in open contain- 
ers and therefore cannot be re- 
issued to another patient, then the 
answer should be “no,” that credit 
or refund should not be given. 

To give refund credit to the pa- 
tient for drugs returned to the 
pharmacy, which may be re-issued 
or re-sold, is most certainly a prob- 
lem. The necesary credit forms 
must be filled out, the credit posted 
to the patient’s account and, if the 
account is closed at the moment, 
a refund check issued and mailed 
out to the patient. It costs consid- 
erable money for original issuance 
of the drug, as well as for credit 
memoranda and refund checks. 

Because of this fact, a hospital 


MR. PRICE 
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wl ev LINDE oxygen. 


BUT LOOK AT 
" ‘THESE SERVICES 


LINDE oxygen itself may be invisible, but 


the “extras” you get with it are easily seen. 


Motion pictures, monthly bulletins, hand- 
books, and technical aids are available free of 
charge to users of LinpE Oxygen U.S.P. This 
material is designed to help hospital personnel 
to administe1 oxygen effectively, economically 


and safely, 


In addition, special LINDE representatives 
assist hospitals in solving specific problems 
pertaining to oxygen therapy. Call LinpE 
when problems arise or, better still, call before 
they arise. Frequently Linpe can help you to 


avoid them. 


LINDE AIR 


band Carbon Corporation 
2 eet, New York 17, NvY. 1193 Offices in Principal Cities 
In Canada: Dominion Oxygen Company, Limited, Toronto 


The term “Linde” is a registered trade-mork of Union Carbide and Carbon Corporation, 
DI al 
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may be justified in giving less than 
100 per cent refund credit based 
upon the known costs of handling 
such paper work. Certainly in all 
hospitals, this percentage reduction 
from 100 per cent refund would be 
reasonable and the patient would 
still receive the benefit of the re- 
fund of the bulk of the initial 
charge for drugs re- 
turned to pharmacy and subse- 
quently re-sold to another patient. 

-DELBERT L. PRICE, administrator 
of Children’s Memorial Hospital, 
Chicago, Ill. 


expensive 


Yes, with certain qualifications 


IN MY OPINION, the answer to 
this troublesome question is “yes” 

with the following qualifications. 

Although strict ethical interpre- 
tation of this problem might call 
for discarding such returnable 
drugs, the fact that returned drugs 
re-issued without doing 
harm to anyone demands that 
credit be given. I assume that those 
drugs would be pills, capsules, am- 
pules and unbroken multiple-dose 
vials. 


can be 


fool, like- SANDPAPER ? 


Wash your hands as often as you must . 


. without the 


irritation of chafed and roughened skin when you use 
Germa-Medica Liquid Surgical Soap with Hexachlorophene. 
Its soothing, emollient lather replaces vital skin lubricants and 
helps you avoid that sandpaper feeling. 
Germa-Medica with Hexachlorophene is safe and positive. 
Used daily, its degerming action is continuous. A 3- to 4-minute 


wash reduces bacterial flora well below safe levels . 


lower 


than the conventional 10-minute scrub with germicidal rinse. 
Germa-Medica saves time and money. A trial will prove 


it! Order one 


gallon of Germa-Medica with Hexachlorophene 


for a test and we will include a free plastic dispenser. 


Germa-Medica. 


Germa-Medica Liquid Surgical 
yl }) Soap with Hexachlorophene 


HUNTINGTON 


LABORATORIES 


HUNTINGTON LABORATORIES, INC. 


Huntington, Indiana ° 


Philodelphia 35, Pennsylvania ° 


Torente 2, Ontario 





After all, the 
patient could jus- 
tifiably take such 
drugs home with 
him upon his dis- 
charge. 

In practice, it 
is a good idea to 
set a minimum 
limit on the 
amount of credit. 
A minimum cred- 
it we use in our case is one dollar. 

A further qualification would be 
returned narcotics. Federal law re- 
quires that these drugs be de- 
stroyed; and, therefore, no credit 
could be issued. 

Still another qualification would 
be the return of special drugs not 
ordinarily carried in the pharmacy, 
and which had been specially pur- 
chased for the patient. Good ad- 
ministration requires that no credit 
be issued in such cases. 

Of course, practically speaking, 
the issuance of credit must depend 
on the promptness of the nursing 
service in returning the drugs in 
time for credit to be given before 
the bill is paid. Except in those 
states where there is statutory lim- 
itation on such practice, I can see 
no harm in returning for credit of 
drugs that can be re-issued.—JOE 
VANCE, administrator of South 
Highlands Infirmary, Birmingham, 
Ala, 


MR. VANCE 


Continuous professional 

control is a factor 

THE SIMPLE, honest and business- 
like answer of “‘yes” to this ques- 
tion deserves some elaboration in 
the interest of 
sound pharmacy 
operation. Obvi- 
ously, the impli- 
cation that a drug 
can be ‘‘re-is- 
sued’’ does not 
permit unlimited 
salvage from un- 
known sources; 
but, provided a 
drug has been 
continuously un- 
der the professional control of the 
hospital, it should be considered 
safe for re-issue and therefore ac- 
cepted for credit. This provision 
not only includes those prepara- 
tions returned in their original un- 
broken packages or vials, but also 
includes all properly-labeled drugs 


DR. CADMUS 
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MACALASTER 
BICKNELL 


4g Parenteral Corporation .% 
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improved SELRMERE 
POUR-O-VAC 


The Macalaster Bicknell Research Laboratory 
presents a significant improvement in the Pour- 
O-Vac Technique, already America’s most 
widely used sterile fluid flasking method. 





\— MODIFIED SELF-SEALING CAP MAY BE UTILIZED WITH 
EXISTING POUR-O-VAC COLLARS AND FLASKS. 


This new self-sealing cap is of pure nylon, and virtually indestructible. The 
one-piece moulded nylon cap is light, easy to handle, and provides me- 
chanically for approved aseptic technique because it has no hard-to-clean 
recesses. Placed on the container before sterilization, it is held in place during 
sterilization, then automatically seals itself by vacuum at the end of the 
sterilization cycle. 


SPECIAL RUBBER COMPOUND COLLAR UNMATCHED 
FOR WEAR — and it’s ODORLESS! 


The utility of the efficient and unique patented design of the Pour-O-Vac 
Collar has been still further improved. Macalaster Bicknell and affiliate 
engineers have now perfected a resilient odorless compound which will 
withstand almost endless wear and exposure to high temperatures. This new 
compound used in the ridge and groove-free Pour-O-Vac Collar sets a new 
record of achievement. 


PREFERRED PEAR-SHAPE FLASK — PROVEN 
STRUCTURALLY STRONGER BY GLASS MOULDING 
PRINCIPLES. 


Macolaster Bicknell Company's pear-shaped Pyrex flask is structurally the 

strongest and safest glass container for sterilizing fluids known to science 

Glass bottles are really bubbles blown of liquid glass inside an iron mould 

The more the mould distorts the shape of a natural bubble, the more weak 

spots the final container acquires. Compare the shape of Macalaster Bicknell’s 

flask with the shape of a hanging drop of liquid. There is the secret of the ; 

unchallengeable natural forces which moke this pear shape flask so near i Se gargs py bmg Bing Haven 
theoretical perfection. Washington, D 
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that have been under professional 
nurse supervision within the hos- 
pital. 

Registered nurses must assume 
responsibility, along with the 
pharmacist, for the safekeeping of 
drugs; and if in their professional 
judgment a drug is re-usable, it 
should be returned whether credit 
is given or not, If the purity or 
potency is questioned, it should be 
discarded. If nursing cannot as- 
sume this responsibility, then the 
resulting waste must be tempo- 
rarily tolerated. 


Of course, the prudent ordering 
of drugs in limited quantities, sub- 
ject to refill, makes unnecessary 
the great frequency of items re- 
turned for credit. It is better ad- 
ministration to order and refill 
than to overstock and give credit. 
The one exception to the granting 
of credit seems to be in the return 
of special preparations that the 
clinical staff will not ordinarily 


order within the usual shelf life of 


those preparations. 
Some 63 per cent of hospitals 
over 250 beds have freed them- 
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“Come down, Miss Phoebe! E&J means Everest & Jennings, 
not Engineless Jet.” 


NO. 3 IN A SERIES 








By comparison, light weight E&J chairs 
do seem effortless to maneuver. Patients 
like the perfect balance and easy handling. 
Nurses like the finger-tip-folding and modern design 
that makes an E&J the most functional 
chair on the floor. 


EVEREST & JENNINGS, INC. 


1803 Pontius Avenue «+ Los Angeles 25, California 








selves of much of this accounting 
detail by not charging individuals 
for most drugs routinely carried in 
stock on the nursing units. On the 
contrary, only some 18 per cent of 
hospitals under 100 beds have 
adopted this system; and there 
seems to be no significant trend in 
either direction over the past seven 
years.* It would seem desirable for 
many hospitals to reduce mate- 
rially the multiplicity of drugs 
used by the adoption of a hospital 
formulary, which in turn, through 
uniformity, might permit the ab- 
sorption of the so-called “nuisance 
charges” into the day rate, reserv- 
ing, as charge drugs, the relatively 
few items which because of high 
cost, infrequency of use or limited 
shelf life deserve the costly dignity 
of individual charges and credit.— 
ROBERT R. CADMuS, M.D., director 
of North Carolina Memorial Hos- 
pital, University of North Caro- 
lina, Chapel Hill. 

~ *Hospital Rates 1953 (GP69-53). Ameri- 
can Hospital Association, Chicago. 1953 


Page 14, table II. Hospital Rates 1954 was 
distributed to member hospitals last month 


Dispense according to 
dosage frequency 


IN GENERAL, patients should be 
given credit for drugs that are re- 
turned to the pharmacy, provided 
that the drugs can 
be re-issued. This 
policy, of course, 
would be subject 
to several reser- 
vations: 

Creates 
should not be 
made on material 
billed at less than 
50 cents, 

2. The identity, 
quality and orig- 
inal potency of the product must 
be positively unquestionable for 
re-issue, or no credit should be 


MR. FRAZIER 


given. 

3. Items procured for an indi- 
vidual patient, i.e. non-stock items, 
should never be credited when re- 
turned unused. 

This subject also brings up some 
fundamentals of the pharmacy dis- 
pensing system. Usually the physi- 
cian does not specify the total 
number of doses to be adminis- 
tered. The nurse can only guess 
how long the order will be contin- 
ued. The experienced pharmacist 
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Duke University reports... 


Melnac Dinnerware has cut 
Breakage 99% / 


... has saved over 90% in replacement costs 


...has reduced labor costs substantially 


STILL LUSTROUS, 
STILL INTACT are 
many items of Melmac 
dinnerware which 
were originally put 
into service at Duke 
over five years ago! 


That's the five-year record of dinnerware made of 
Melmac molding material in the eight dining halls 
of Duke University...serving 12,000 meals daily! 


Since the outset, Melmac dinnerware has effected 
important and profitable changes at Duke. Bus 
boys were replaced by bus girls (Melmac’s so 
light in weight that girls can carry full trayloads 
easily); handling in dishwashers speeded up (break- 
resistant Melmac dinnerware travels safely on con- 
veyor belts, washes easily in mechanical washers); 
and students immediately appreciated clatter- 
free Melmac’s contribution to mealtime quiet. 


All these advantages can be yours, too, with 
Melmac. Ask your supplier for samples... try 
them out...notice the difference...save with 
Melmac dinnerware! 
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MELMAC WHISKS CLEAN in mechanical 
dishwashers, requires no special 
handling, can be moved speedily, 
safely, without danger of breaking. 








} Comeau 


AMERICAN Cyanamid company 


PLASTICS AND RESINS DIVISION 
36A Rockefeller Plaza, New York 20, N. Y. 








in Canada: North American Cyanamid Limited, Toronto and Montreal 





has some opinion about appropri- 
ate quantities, but he usually 
knows nothing about the condition 
of the patient. Therefore, in order 
to facilitate these transactions and 
minimize returns, waste and cred- 
its, the best policy is to dispense 
according to the frequency of dos- 
age and as follows: 

A. A 24-hour maximum for all 
expensive drugs. 

B. Units of 6, 12 or 24 doses for 
inexpensive drugs (enough to last 
2 to 4 days.) 

C. Whenever practical, use 


single dose injectables rather than 
multiple dose vials. 

D. Supply enough so that regu- 
lar pharmacy service is available 
if a re-order is required. 

Since it is impossible to predict 
the response of any patient to 
therapy, the amount of a drug that 
will be required cannot be accu- 
rately estimated. It would be un- 
fair to penalize the patient or the 
insurance company by not giving 
reasonable credit when too much 
material has been dispensed and 
charged to an account. It may be 














in hemophilic emergencies 


there’s no 
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always on hand 
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HYLAND LABORATORIES 
4501 Colorado Bivd., Los Angeles 39, Calif. 248 S. Broadway, Yonkers 5, N.Y. 





justly argued that it costs person- 
nel time to dispense and bill and 
credit material in these instances. 
To overcome this cost factor, a 
small portion of the original mark- 
up figure may be designated for 
this purpose.—WaALTER M. FRAZIER, 
chief pharmacist of Springfield 
(Ohio) City Hospital. 


Difficult to find justification 
for not giving credit 


IT WOULD SEEM most difficult to 
find any justification for failing to 
give credit for unused drugs which 
can be re-issued 
to another pa- 
tient. The obliga- 
tion of the hospi- 
tal to render good 
patient care in- 
cludes the render- 
ing of such care 
at as reasonable a 
cost to the pa- 
tient as possible, 
consistent with 
the standards of 
service adopted by the institution. 
Certainly, within the framework of 
the nonprofit type of enterprise, 
no amount of rationalization can 
justify charging twice for the same 
product. 

It is pointed out that the corner 
drugstore makes no such allow- 
ance and refuses to accept drugs 
returned. Such comparison, how- 
ever, ignores the essential differ- 
ence in the aims of the retail drug- 
gist and the hospital pharmacist. 
The corner drugstore exists to sell 
a product and the rendering of 
service is incidental thereto; the 
hospital exists to render service 
and the sale of a product is inci- 
dental thereto. This, of course, rep- 
resents the basic difference be- 
tween the profit and the nonprofit 
organization; any attempt at com- 
parison between the policies of 
operation is impossible. 

It can be conceded that the han- 
dling of credits for drugs returned 
will involve a certain amount of 
clerical effort and it might be wise 
to ignore nominal amounts. Cer- 
tainly, however, the clerical efforts 
on any drug return of perhaps a 
dollar or more are warranted from 
a public relations aspect.—JOHN 
M. STAGL, assistant administrator 
of Passavant Memorial Hospital, 
Chicago, III. 


MR. STAGL 
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KEEPS ASPHALT TILE FLOORS 
FROM SHOWING WEAR 


Here’s a new 1-2-3 formula re- 
searched especially for asphalt tile 
floors. The result is underfoot 


years. It’s laboratory formulated: y 2 ’ 
; (,) ® 
to prevent porous floors of the re- (gee FE 
silient type from softening under grease, O17, 
oil, moisture spillage; to guard against dirt re dust-v? 
pile-up; to retain original colors without running 
or bleeding—and hold maintenance to daily dust-up. 
And always clean with 


The wide extensive study of safe protection to floors SUPER 


of this type makes Hillyard the approved choice of Shine-All 

the safe neutral chemical cleaner that 
cuts cleaning material and labor costs 
up to 50%. 


beauty that stays fresh through the (4 


leading hospitals. 


SY SAVES TIME 


Scrubs, polishes, steel wools. Low built to go under hos- 
pital beds, furniture. So easy a child can operate. Twin 
brush action keeps cleaning solution directly under 
brushes. In 16” and 19” sizes. 


\ MAIL COUPON TODAY! 


a 


' 
Hillyard Chemical Company, | 
There's a trained floor expert near you St. Joseph, Missouri 

to plan a low-cost program of floor main- Show me how I can save maintenance time and i 
tenance for every type of floor. Advice costs in my hospital with Hillyard’s safe new 1-2-3 
and help are FREE. treatment for resilient floors. | 
‘ian eels _ n ae : Title : 
WP ess our ‘ 

7 — oe Hospital y 
: : Address s 
St. Joseph, Missouri City State f 


San Jose, Calif. Passaic, N. J. 
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ErytHROCIN Stearate in human gastric juice. Within 30 


seconds, the Filmtab coating actually starts to dissolve 
And within 45 minutes the tablet is completely dis- 


integrated. Because of this swift disintegration, 


ErYTHROCIN Stearate is absorbed sooner, gives blood 


levels earlier than the enteric-coated erythromycin 
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your patients get high blood levels in 2 hours or less 


filmtab ~ th ” R 
rythrocin ..... 


(ERYTHROMYCIN STEARATE, ABBOTT) 


disintegrates faster than enteric-coated erythromycin 


filmtab 


filmtab. 
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Erythrocin ... lor faster absorption 
New tissue-thin Filmtab coating (marketed only by Abbott) starts to 
disintegrate within 30 seconds—makes ERYTHROCIN Stearate 
available for immediate absorption. Tests show Stearate form 


definitely protects drug from stomach acids. 


Erythrocin ... or earlier blood levels 


because there’s no delay from an enteric coating, patients get high, 
inhibitory blood levels of EryrHrocin in less than 2 hours—instead 
of 4-6 as before. Peak concentration is reached at 4 hours, with 


significant levels for 8 hours. 


Erythrocin . .. for your patients 


Filmtab Eryturocin Stearate is highly effective against coccic 
infections . . . and especially useful when the infecting coccus is 


resistant to other antibiotics. Low in toxicity—it’s less likely to alter 
normal intestinal flora than most other oral antibiotics. Con- 
veniently sized (100 and 200 mg.) in bottles of 25 and 100, Obbott 


*TM for {hhott’s film sealed tablets. pat applied for 
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simplest to operate 
I 


most versatile in surgery 


easiest to clean and move 


| accommodates all types of surgery 


. 


unsurpassed accessibility 


WRITE FOR NEW 
LITERATURE AND PRICES 
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Te THE TOWER COMPANY, inc. 
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Only BaRDEX® Balloons have 


these reinforcing ribs...which 


assure the uniform disten- 
tion so necessary for proper 
retention and effective 
hemostasis. 
Specify 
BARDEX® Foley Catheters 


“*The Accepted Standard of Excellence’ 
Available in 44 Styles 


c. 8B. BARD, INC., SUMMIT, NEW JERSEY 








IVIDENDS! 


Dividends of happiness to your patients 
. dividends to nurses and doctors, too! 
Because cheerful patients are easier to care 
for. And nothing brightens up a patient like 
flowers from far-away friends. 
That’s Floral Therapy ! 
And remember, the fresh flowers delivered 
by your F.T.D. Florist are pre-arranged 
for your convenience. They 
need no special care. 
No extra work or handling 


with F.T.D. FLOWERS! 


Florists: 


TELEGRA PH 
Send Flowers Detiv E RY 


Worldwide 


ASSOCIATION 


Headquarters: Detroit, Michigan 
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Complete Admission Records in Just One Writing 
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Manifold Admission Forms for Hospitals 


10-Key Keyboard Speeds Hospital Figurework! 


Record-breaking hospital regis- 
tration is overloading the statis- 
tical and accounting facilities of 
these institutions. Many, how- 
ever, have found a way to slash 
office costs and clerical time with 
Remington Rand Printing Cal- 
culators and Adding Machines, 
offering 10-Key keyboards. This 
keyboard enables the operator to 
use top-speed, accurate touch 
method operation. It virtually 
eliminates operator fatigue - 





Fully Automatic Printing Calculator 
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All-Electric Adding Machine 


cuts training time to the bone. 
Free folder (AC686) tells the 
story. For an eye-opening dem- 
onstration of the ultimate in 
automatic figurework — see the 
new Model 99 Printing Calcu- 
lator. It’s the only machine that 
adds, multiplies, subtracts and 
divides automatically... provides 
credit balances, constant key and 
Simpla-Tape, the two-color, 
printed record of every calcula- 


tion. Write for booklet (C669). 








Through the magic of a new 
time-saving development, the 
Remington Rand Manifold Ad- 
mission Forms, your hospital 
can get complete records on one 
patient, in a single writing. This 
cost-cutting discovery 
you speed and accuracy because: 
transcription errors are impossi- 
ble—responsibility for accurate, 
complete records is centralized 
copies are ready immediately 
only the required information 
reaches each department — and 
your hospital’s entire activity is 
directed and controlled from the 
original information. 

Hundreds of installations 
everywhere have turned to the 
Remington Rand Manifold Ad- 
missions Forms for super-speed 
and accuracy in patient admis- 
sion. In just one writing they 
get: 

1. Admission Records. 
2. Switchboard Index. 3. Infor- 
mation Desk Index. 4. Patient 
History Sheet. 5. Ledger Sheet. 
6. Case History File. 7. Interne’s 
Record. 8. Notice to Superin- 
tendent. 9. Floor Record. 10. Op- 
erating Room Notice. 11. Office 
Admitting Room Record. 

Find out now, at no cost or ob- 
ligation, how easily your hospital 
can cut clerical work and ex 
penses right to the minimum. 
Ask for MC742 available on loan. 


assures 


| Room 2235, 315 Fourth Ave., New York 10 
H ' 
MC742 AC686 C669 |} 
i H 
I ' 
/ Name } 
! ' 
! ! 
' Title ' 
! i 
i ' 
| Hospital : 
I ! 
Address ; 

! 
! i 
| City State : 
! i 
! i 
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Rooming-in patients have complete toilet facilities 
in the Lankenau Hospital. Wall-type toilet has 
lugs and bedpan cleanser for nurses’ convenience 


Architect, Vincent G. Kling; Mechanical Engineer, A. Ernest D'Ambly; 
General Contractor, Wark & Company; Plumbing Contractor, 
W. M. Anderson Co.; Plumbing Wholesaler, J. D. Johnson Co 


American-Standard plumbing fixtures used 
throughout new Lankenau Hospital 


Philadelphia’s Lankenau Hospital is completely equipped 
with American-Standard plumbing fixtures. American- 
Standard makes hundreds of these special fixtures and fit- 
tings for the modern hospital. All are made of top-quality 
materials to give them long life and facilitate easy cleaning. 
When you build a new hospital or modernize an old one 
you'll be able to outfit it completely from the American- 
Standard line of plumbing fixtures and fittings. For more 
information see your architect or your heating and plumb- 
Knee-action controls for these American-Standard . : 
scrub-up sinks turn on the water and control the ing contractor, or write to American Radiator & Standard 


temperature. All fittings are finished in sparkling, Sanitary Corporation, P O. Box 1226, Pittsburgh 30, Pa 
non-tarnishing Chromard sips aio re ‘ 4 


The American-Standard instrument sink in Lankenau Hospital’s 


emergency room gets lots of use, but strong, non-absorbent vitreous 
china construction assures long service. 


MERICAN-@ tandard 


KEWANEE BOILERS - ROSS EXCHANGERS + SUNBEAM AIR CONDITIONERS 
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Serving home and industry: AMERICAN-STANDARD + AMERICAN BLOWER + CHURCH SEATS & WALL TILE - DETROIT CONTROLS - 
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How Carnation 
protects the baby’s formula 
from farm to bottle 


Ae ~~ r = 
* Guaranteed by ~ 
Good Housekeeping 


Guards Your House Formula 5 Important Ways 
Carnation guards your house formula with extreme 
care. From raw milk to your supply room, Carnation 
constant quality control safeguards uniform high qual- 


" ry 
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ity, freshness, and nutritive values. 


1. From the famous Carnation Farms near Seattle, cattle 
from world-champion bloodlines are shipped to sup- 
plier herds to help improve the Carnation milk supply. 


3. Carnation supplier herds and equipment are inspected 
regularly by Carnation Field Service Men. Only milk 
meeting Carnation’s high standards is accepted. 


- 
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5. Carnation store stocks are date coded and inspected 
regularly by Carnation salesmen to assure freshness and 
high quality whenever a mother makes her purchase. 


DECEMBER 1954, VOL. 28 


2. In the Carnation laboratories, continuing research 
guards the purity and nutritive values of Carnation 
Milk—develops new and improved processing methods. 


4. Every drop of Carnation Milk is processed solely by 
Carnation, in Carnation’s own plants, to Carnation’s 
high standards, assuring high quality and uniformity. 


THE MILK EVERY DOCTOR KNOWS 
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CARNATION COMPANY Dept. HL-124 
Los Angeles 36, California 


Please send me—free of any cost or obligation—a supply 
of crib cards and formula booklets for use in our hospital 


NAMI 


(Please print plainly) 
POSITION 
HOSPITAI 


ADDRESS 
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CITY ZONI STATI 
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Andrew Kaul Memorial Hospital as it will appear with the addition of the new wing at left 


Wa rer F. Rirrennouse, Architect 
Grant M. Simon, FAIA, Consulting Architect 
Sister M. Cornewia, O.8S.B., Administrator 


WHAT IS THE “SECRET” 


OF A BIG CAMPAIGN 
IN A SMALL TOWN? 


St. Marys, Pennsylvania, is a small town. Its population 
is just about 8,000, Yet its Andrew Kaul Memorial Hospital 

which serves an area with a population of 30,000—needed 
a new wing and asked the community for $800,000, In an 
amazing response to their hospital’s need, the people of 
St. Marys pledged more than $894,500 in a campaign 
conducted during the summer months—sometimes con- 


sidered a poor season for fund-raising. 
What was the secret ingredient which made this possible? 


For one thing, it was the devoted leadership and gen- 
erosity of the citizens. For another, it was skilled professional 


direction, Let the community leaders of St. Marys tell you: 


“It was (the Ketchum representatives’) ability, tact and 

personalities that really made the goal a reality.” 
Harrison C. Stackpole, Campaign Chairman. 

“The splendid calibre of (the Ketchum representatives) 
did much to make the campaign a success . . . People 

now understand the value of using your type of organi- 

zation for a campaign of this enormity.’’—-Andrew Kaul 
III, President, Hospital Advisory Board 

“It was a pleasure to be associated with (the Ketchum 
representatives). ‘he impression I received was general 


Andrew Ki 


4ul Memorial Hospital 


A 
Viary 


Goal: $800,000 
Pledged: $894,500 


SOME OTHER 1954 VICTORIES 


NAME OF HOSPITAI GOAI PLEDGED 


Southside Hospital, 
Bay Shore, L.1., N.Y. ¢ 900,000 $ 970,000 
Timken-Mercy and Aultman 


Hospitals, Canton, Ohio $2,500,000 $2,663,000 


East Liverpool City Hospital, 


East Liverpool, Ohio $ 750,000 $1,035,000 


Conemaugh Valley Memorial 


Hospital, Johnstown, Pa. $1,300,000 $1,856,000 


Borgess Hospital, 
Kalamazoo, Mich. 

St. Joseph’s Hospital, 
Stamford, Conn. 

Ohio Valley General Hospital, 
Wheeling, W. Va. 


$1,500,000 $1,638,000 


$1,000,000 $1,371,000 


$1,500,000 $1,911,000 


in St. Marys. They leave nothing but pleasant mem- 
ories behind them.”’--H. 7. O’ Brien, Editor, Tue DatLy 
Press. 

Campaigns such as this are ‘‘standard operating procedure” 
for Ketchum, Inc. A trained, experienced representative 
will be happy to discuss with you your particular fund- 
raising problem. The consultation will cost you nothing 
the results may be worth a great deal. 


KETCHUM, INC. 


Campaign I Direction 


CHAMBER OF COMMERCE BUILDING, PITTSBURGH 19, PA. AND [00 FIFTH AVENUE, NEW YORK 36, N.Y. 
CARLTON G. KETCHUM, President © NORMAN MAC LEOD, Executive Vice President 


MC CLEAN WORK, Vice President « Hu. L. GiLes, Eastern Manager 


Member Amerwan Association of Fund Raising Counsel 
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For the ultimate in economy, beauty and quality... 
for your hospital furniture—look to Englander and Royal 


Here is one of the Englander hospital beds with 
Trendelenberg gatch springs and hospital 
mattress, selected by the Villa View Hospital, 
FE ] P| San Diego, California. Also a part of the 
ng Bal er Englander line are bed frames, head boards, 
fold-a-ways, bunk beds, sofas, hotel beds, springs 
SLEEP PRODUCTS and the famous, exclusive Red-Line* Foundation 
mattress with Goodyear Airfoam** 
1 COMPLETE SERVICE 
PROM 2 GREAT NAMES Englander, the acknowledged leader in quality 
sleep products ... and Royal, the top quality 
line in metal furniture, now, together offer you 
one complete line of institutional furniture, 
available through either company. 
metal furniture 
since ‘97 


*TM The Englander Company, Inc. 
**7T'M The Goodyear Tire and Rubber Company 


The Englander Co., Inc., Contract Dept., 1720 Merchandise Mart, Chicago 54, Ill. © Royal Metal Manufacturing Co., 175 N. Michigan Ave., Chicago |, Ill 
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what are the 3 P'Sof buying B ana C vitamins? 
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for the nurse 


P FOR PRACTICALITY... 
new “‘color-break’’ ampuls... § 
no files needed . . . Berocca-C h 
can be administered either by eee 
injection or in parenteral 
nutritional fluids. 





for the physician 


P FOR POTENCY ... BEROCCA-C 
is a concentrated source of 
B-complex and C vitamins. 
Also available as Berocca-C 500 with 
multi-dose vials ready 500 mg of vitamin C per unit. Indicated for 
for immediate use... preoperative build-up and postoperative 


requires no mixing or diluting. nutritional reinforcement. 
Saves time, saves space. 


for the pharmacist 


P FOR PACKAGING... BEROCCA-C 
is available in ampuls and 


BEROCCASC ‘cue 


2-cc ampuls, boxes of 6, 25 and 100; 
vials, 20 cc, boxes of 1 and 10. 


BEROCCA-C SOO voce’ 


Duplex ampuls, (one containing Berocca-C and the other containing 400 mg 
additional Vitamin C Sodium Injectable ‘Roche’), boxes of 6 and 50. 


Onder direst AnomRoche at hospital prices 


HOFFMANN-LA ROCHE INC - ROCHE PARK - NUTLEY 10-N. J. 
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—a luxury we can’t afford 


Political bias is a luxury not permitted 
to a nonpartisan Association such as ours. 
Most persons have such bias and it is both 
proper and healthy. As a matter of fact, 
it is one of the strengths of the two-party 
System in the United States. Most persons 
have a pre-disposition to the Democrats 
or the Republicans (even most of the self- 
proclaimed independent voters), and many 
of their judgments on various issues re- 
flect this built-in bias. 

They are more likely to favor this pro- 
posal or that if it is a proposal of the 
party they favor. It isn't that most Re- 
publicans (or Democrats) feel that the Re- 
publicans (or Democrats) can do no wrong. 
It is that they feel that the Republicans 
or Democrats, as the case may be, are more 
inclined to do right. 

The Association must consider each pro- 
posal of government regarding health on its 
merits. This means looking at the issue 
not only for its immediate effect but also 
for its long-range implications. Each pro- 
posal must be assayed against only one cri- 
terion—is it going to help provide better 
hospital care for all the people? If it 
is, the American Hospital Association will 
support it. If it isnot, we shall oppose it. 








—more work for the auxiliary 


The problem of the mentally ill is one 
which must be attacked with the vigor ap- 
plied in the last few decades to the infec- 
tious diseases. All the energy and special 
facilities which have made the short-term 
hospital such a splendid triumph must also 
be directed at this mental health target. 

One of the extremely=-successful facets of 
modern hospital care is the work of the aux- 
iliary. There is more yet to be done in the 
short-term hospital. There is even more to 
be done by the auxiliaries in the mental 
hospitals. 

We say this, appreciating the distance 
barriers which often make volunteer work 
in the mental hospital so difficult. We say 
it because of a recent letter to the New 
York Times from the Rockland State Hospital 
Guild, describing the plight of the more 
than 1,000 "friendless patients at Rock- 
land State Hospital. By friendless, we 
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editorial notes... 


mean just that—they receive no visits, no 
letters, no packages. We. e « do not know 
these patients by name, but we do know them 
as members of broken families, and as far as 
we can learn, utterly forsaken by their rel- 
atives and former friends." 

There is a great opportunity for accom- 
plishment in this distressing area by all 
those who work in the hospital field: ad- 
ministrator, doctor, research and—volun- 
teer. 


—reports of official actions 


In this 

will be found a report of official actions 
the Board of Trustees of the American 
Hospital Association. 

Actions of the Board will be published 
after each meeting in order that the mem- 
bership may be informed of the proceedings 
as promptly as possible. 











—training and education 

We hear a great deal of talk about the im- 
portance of the concept of the total pa- 
tient. This is proper and wholesome. But 
it takes a total man to care for a total 
patient. The pressures of mastering the 
mass of technical knowledge in hospital ad- 
ministration and in medicine are pressures 
working against this fullness of person- 
ality and insight which are so necessary if 
the concept of caring for the patient is 
to be realized. 

Across the desk of the administrator and 
the doctor comes a torrent of professional 
journals and of technical bulletins, all 
concerned with helping him do his specific 
job ina better fashion. One is hard-pressed 
just to stay abreast of this material, 

An interesting, although quite unscien- 
tific, experiment was just reported in 
"Science", indicating that our scientists 
may be acquiring narrow technical profi- 
ciencies at the expense of becoming wholly- 
educated persons. One of the examiners con- 
ducting the “orals" for doctorates in such 
disciplines as botany, agronomy, zoology, 
etc., asked the candidates for a specific 
identification of the following: the Ren- 
aissance, the Reformation, the Monroe Doc- 
trine, Voltaire, the Koran, Plato, the 
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Medicis, Treaty of Versailles, Bismarck, 
and the Magna Carta. 

There were 47 satisfactory answers. There 
were 97 unsatisfactory replies. And these 
answers were from candidates for the high- 
est degree that can be conferred, the doc- 
torate. Only two students (one a Canadian) 
could properly identify the Monroe Doc- 
trine. Only two could explain the Magna 
Carta, one of the great documents of all 
time. As a matter of fact, seven of the 15 
students had never even heard of the Magna 
Carta. One student couldn't give even one 
acceptable answer to any guestion. 

It is quite possible that these doctoral 
candidates were well trained in their 
fields. This small sample indicates that 
they were poorly educated. And it is no 
real defense to say that the Magna Carta 
has never balanced a budget or solved a per- 
sonnel shortage. 

In the hospital field especially, there 
is aneed for total education, for an aware- 
ness of what goes on in the world around us, 
and for the background which helps us under- 
stand human problems and more adequately 
answer human needs through the learning of 
the centuries. 

Horses win races with blinders on. Humans 
don'te 


— meetings of the state 


Many state associations have met since 
the ending of the Association's convention 
in September. Wherever and whenever pos- 
Sible, an officer or council member has 
gone to each such meeting. This has been 
undertaken for two reasons: (1) to increase 
the effectiveness of communications be- 
tween the national and state (including 
regional) associations and (2) to explain 
the reasons for the AHA's expansion pro- 
gram. 

The second reason has the more immediacy. 
Circumstances compelled prompt action on 
the proposal to expand the AHA program and 
provide the necessary building (see the 
article by President Frank R. Bradley on 
page 79 of this issue of HOSPITALS). There- 
fore, it seemed wise to ask our readers to 
go to these various meetings and explain, 
from their own viewpoint as members of our 
Association, the reasons for this action. 

We are delighted that there is so much ap- 
proval and so little dissent from this ac- 
tion. We are delighted that so many state 
groups supported this expansion move of 
their own accord, 
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But the reason for the visits of officers 
and council members to the meetings of our 
affiliates is not just to take advantage 
of an opportunity to explain the new pro- 
gram. It seems to us that lasting benefits 
will accrue to all of us by a stepped-up 
program of communications among us. We 
think it is important that the leaders in 
the American Hospital Association travel 
among our members. We certainly hope to be 
able to continue this excellent plan on an 
annual basis. 


— a milestone passed 


The Trudeau Sanatorium at Saranac Lake, 
N.Y., the nation's oldest private institu- 
tion for the treatment of tuberculosis, has 
closed. This occurence will evoke mixed 
feelings in our professions. Many of us 
will be sorry that this champion of prog- 
ress in the fight against the white scourge 
has gone, especially because of the fact 
that it meant so much to those in medicine 
who, exposed to a greater risk of this 
disease, contracted it and then received 
such excellent care from Trudeau. 

But, basically, all of us are happy that 
Trudeau has gone. It is dramatic evidence 
of our progress in the fight against dis- 
ease. But the closing of Trudeau is no in- 
dication that we must let our struggle 
against illness flag. The progress against 
tuberculosis has been especially striking. 
Dr. Gordon Meade, executive director of 
Trudeau, said: "This is a milestone. We can 
no longer continue because of the decline 
in number of the patients. A patient's 
length of stay has been shortened by the new 
antibiotic drugs and surgery techniques; 
there have been fewer relapses and lots more 
home care." 

There are, however, many other maladies 
besetting our people, which need all our 
efforts and all our energies. AS a matter 
of fact, tuberculosis itself is far from 
conquered, and the closing of a special hos- 
pital such as Trudeau means only that the 
role of the general hospital in the fight 
against TB is increased, and not decreased. 
Not until every hospital is exerting maxi- 
mum efforts against tuberculosis, such as 
in routine chest x-rays and in the applica- 
tion of the latest weapons against this 
disease, can we be properly satisfied with 
ourselves. 

The closing of Trudeau is, therefore, 
both a triumph and a challenge for all hos- 
pitals. 
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N THE STATE Of Michigan, almost half of the 
l population has prepaid hospital and sur- 
gical care under the Blue Cross-Blue Shield 
plans alone. Industry pays part or all of the 
bill for 50 to 60 per cent of that enrollment, 
at a roughly-estimated cost to Michigan indus- 
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Health pro (titan ecm mal 


(United Press Photo) 


BENSON FORD try of 25 million dollars annually. At Ford 
Motor Company, 90 per cent of all our em- 
ployees take part voluntarily in a contributory 
program and the company pays about half of 
the premium. 

Our program, of course, is only one of thou- 
sands carried on by large and small businesses 
all over the country. For example, of the 43- 
million Americans who take part in Blue Cross, 
a large majority are covered by industrial 
group plans. Industry also foots part of the bill 
for millions more Americans in other insur- 
ance plans. Add to that the cost of private in- 
dustrial medicine, insurance against industrial 
accidents and illness, and it becomes clear that 

Mr. Ford, president of the Board of Trustees of Detroit's 
650-bed Henry Ford Hospital, is vice-president and general 
manager of the Lincoln-Mercury Division, Ford Motor Co., 


Detroit. This paper was delivered by the author at the 56th 
annual convention of the American Hospital Association 
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business has a substantial interest 
in the whole health system of our 
country. 

It also becomes clear that what 
industry is doing is a matter of real 
importance to you. Industrial 
group insurance plans, at thei: 
best, are setting a target for the 
whole population to aim at. They 
are setting the pattern of today’s 
and tomorrow’s demand upon hos- 
pitals, doctors and insurers. 

Important decisions affecting all 
of you in the field of health are 
being improvised in thousands of 
firms all over the country. In my 
opinion, they are being made with- 
out any realistic understanding of 
what they involve. So far as I have 
been able to determine, there has 
been no answering effort by the 
health measure the 
coming demand and to help organ- 
ize our facilities to meet it. 

That, to me, spells possible trou- 


industry to 


ble ahead. 


INDUSTRY'S CONCERN 


Let me say first of all that as an 
employer and as, I hope, a good 
corporate citizen, my company has 
a real concern for the health en- 
vironment of our employees. Our 
attitude is not paternalistic. We 
believe, for one thing, that every 
American has a definite and pri- 
mary responsibility to meet his 
own and his family’s health needs 
to the full extent of his ability. We 
think it is vital, therefore, to main- 
tain the contributory character of 
group insurance plans. 

Where our employees are willing 
to shoulder a fair share of that 
responsibility—— and at least 90 per 
cent of them are—-we have met 
them half-way. It’s good human 
business. 
mil- 


relations and it’s good 
Absenteeism industry 
lions of dollars each year and it has 
been estimated that absenteeism is 
90 per cent caused by off-the-job 


costs 


illness and accidents 

As industrial processes become 
more complex, we become more 
and more dependent upon highly- 
skilled supervisors. 
The absence of just a few key 
men can be tremendously costly 


workers and 


to us. 

Our experience 
tional problem. Between 1940 and 
1953, our population grew by 29 
per cent in the 17-and-under age 
group, more than 47 per cent in 


reflects a na- 
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the 65-and-over group, and only 10 
per cent in the actual working 
force of the 18-to-64 group. In the 
years ahead, then, a _ relatively 
smaller work force will have to 
meet the expanded needs of a 
growing population, to man our 
armed forces and, indeed, to serve 
our health needs. As our produc- 
tivity and living standards rise, 
the tangible and 
to our society of illness and dis- 
ability will multiply. 

It’s no mere cliché to say that 
people are America’s most precious 
resource. From the viewpoint of 
national well-being and security, 
as well as the more special view 
of industry, it’s going to be more 
and more important to keep our 
people healthy and productive. 

In that context, we at the Ford 
Motor Company are anxious to find 
the role which our company and 
industry in general might reason- 
ably and properly play in meeting 
the health needs of our employees 
and our country. 

We believe that the contributory 
insurance plan is perhaps the best 
vehicle for industry participation. 
When we get down to actual cases, 
meet several per- 


intangible cost 


however, we 
plexing problems. 

If I were to single out two es- 
sentials for a sound health insur- 
ance program, I would say first 
that it should provide reasonably 
equal benefits for all our employees 
in all locations. Second, it should 
have predictable limitations as to 
its cost and extent. When we set 


up a program today, we should be 
sure it will not swamp us five or 


ten years hence. 

Let’s see how we shape up in 
these two respects. 

First of all, at the present time, 
Ford Motor Company has some 
135 establishments throughout the 
country, whose employees are en- 
rolled in group insurance plans. 
This has meant entering into 40 
separate agreements with state or 
local insurance carriers, most of 
them Blue Cross. We try to approx- 
imate in each of these plans the 
kind of coverage our people get in 
the Michigan Blue Cross Plan. 

Actually, there is a tremendous 
variation from plan to plan, both as 
to the extent and the kind of 
coverage offered. The Michigan 
plan, just for example, pays for 
120 days full hospitalization, and 


covers 97 per cent of the cost of 
the average hospital bill. In an- 
other state, the best plan available 
offers only 21 days of hospitaliza- 
tion at $6 a day. 

The reason most often given fo! 
this startling sort of contrast is 
a local shortage of health facilities 
and personnel. Others point to the 
absence of strong prepayment pro- 
grams, perhaps due to the resist- 
ance or indifference of local health 
agencies. Whatever the reason, our 
problem seems to coincide with a 
national problem. Our health sys- 
tem is not set up to meet a present 
and expanding demand. Each year, 
through growing participation in 
group insurance plans, ‘additional 
hundreds of thousands of Ameri- 
cans open a drawing account on 
the health bank. The demand on 
our medical plant seems to be ex- 
panding at a revolutionary—rather 
than evolutionary—pace. At the 
same time, industry programs are 
creating a broad class of more 
favored people, as far as health 
care is concerned. All who are in- 
terested in the preservation of pri- 
vate enterprise health should con- 
sider very carefully the implica- 
tions of that fact. 


EXTENT OF OBLIGATION 


To return to the problems we 
face at our company, our second 
immediate concern is to determine 
the extent and kind of obligation 
which we are incurring. We have 
a very clear impression that the 
prepayment plan is being squeezed 
between the pincers of fast-rising 
medical costs on the one hand and 
a growing demand for broadened 
benefits and coverage on the other. 

Let’s consider first the cost prob- 
lem. 

COSTS. Clearly, we must antici- 
pate further unavoidable increases 
in the cost of medical and hospital 
care, Progress in medical technol- 
ogy alone will create much new 
and costly equipment and a de- 
mand for skilled personnel to han- 
dle it. Over the long pull, costs of 
construction, materials, supplies 
and so on may be expected to rise 
The hospital will have to pay com- 
petitive wages in order to keep 
competent people something 
that many of you are not now 
able to do. 

Until the supply is brought into 
better balance with the demand 
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cost problems will also be accentu- 
ated because health insurance is 
enabling people to draw 
extensively on our doctors and hos- 
pitals. In view of those unavoid- 
able cost increases there can, and 


more 


I believe must, be a greater effort 
to cut the avoidable costs and to 
use more efficiently the resources 
that we do have. 

Obviously, you in hospital ad- 
ministration—acting singly and 
through organizations—are 
key people in the struggle for 
economies in health care. 

For one thing, along with doctors 


and insurers, you have a responsi- 


your 


bility for fighting abuses of in- 
surance plans. In Michigan, such 
abuses have been estimated to ab- 
sorb 18 per cent of the annual bill 
paid by our Blue Cross-Blue Shield 
plan. 

Your earnest 
essential in holding rising health 


efforts are also 


costs to bearable proportions. I 
have had some limited experience 
with hospital administration and I 
would be the last person to point a 
finger of shame at our hospital 
administrators, who tradi- 
tionally been expected to do a he- 
roic job with slender resources. Yet 
I am sure that there is room for 
improvement in the purely eco- 
nomic performance of most hospi- 
tals—particularly in the purchas- 
ing and housekeeping departments. 

I think it is fair to say that many 
of the factors which account for 
efficiency in industrial operations 
are largely absent in the hospital. 


have 


Industrial efficiency comes from a 
persistent, sustained dissatisfaction 
with the way things are being 
done. That attitude is encouraged 
by tangible incentives. It is made 
effective by a management staff 
of the size and specialized skill: 
needed for the job. 

If it makes sense for industry to 
spend 20 or 30 dollars to save 50 
or 100 dollars, it should make sense 
in the hospital. And I suggest that 
the profit motive might be put to 
work in hospital administration 
with highly-rewarding results 

FACILITIES. There is a similar 
parallel in the case of facilities 
Industry has responded to the ris- 
ing cost of labor and the pressure 
for continuous progress in produc- 
tivity by achieving 
advances in the technology, design 
and layout of its plants and ma- 


tremendou 
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chinery. For a variety of reasons, 
similar progress in hospital design 
and equipment has been hard to 
come by. There is ample room, I 
think, for improvement in the tech- 
nology of hospital architecture. 
There’s room for previding our old 
and new plants with better com- 
munications systems and with a 
higher degree of automation in, for 
example, the laundry and cafeteria, 
the handling of paper work and the 
movement of all hospital materials 
and supplies. 

To do these things 
amore tangible incentive for effici- 


to provide 


ency, make necessary enlargements 
of hospital staffs and streamline 
obsolete buildings, machinery and 
methods—will cost money. More 
than that, it will require the over- 
throw ofa lot of moss-covered tra- 
ditions. There is a tremendous job 
of public education to be done in 
your communities and _ possibly 
among your hospital boards. I be- 
lieve that the inspiration and 
leadership for progress in efficiency 
must come from you, the profes- 
sional hospital people. If you don’t 
do the job, I don’t know who is 


going to do it 


BROADER PROBLEM 


While we in industry are con- 
cerned with this practical question 
of medical costs, our problem is a 
good deal broader. We are at some- 
thing of a loss to determine just 
how far industry can soundly and 
reasonably go in meeting Ameri- 
ca’s health bill. 

Let me be more specific. 

UNION DEMANDS. Both in con- 
tract public 
tatements by 


find a clear pattern of long-range 


negotiations and in 
union leade1 we 


labor goals in health care. There 

a growing tendency to ask for com- 
pletely-comprehensive health cov 
erage for the worker. That mean 

in the ultimate, prepaid diagnostic 
health care, 
catastrophic illne 


or preventive protec- 
tion against 
prepaid dental care, treatment of 
chronic and mental illness, voca- 
tional rehabilitation and so on 
down the whole spectrum of health 
care 

It is worth mentioning, incident- 
ally, that of the basic 


elements of such a program are 


many 
already included in existing group 
plan 


What thi 


involves, of course, 


an attempt to shift more and more 
of the financial load of the health 
care of individuals to industry 
Furthermore, in areas where pres- 
ent facilities are not equal to the 
demand, there is increasing pres 
sure upon employers to set up 
closed health plans and to build 
hospitals or group clinics to service 
them. 

Let me repeat that, so far as ou 


company is concerned, We are very 


much for the contributory princi 
ple in our insurance program, And 


I can assure you that we are not 
at all interested in going into the 
hospital business. Yet there are 
trends in the opposite direction 
which should not be ignored. 

AGING POPULATION, To add 
another dimension of confusion, we 
might consider the implications of 
our aging population, At the pre 
ent time, for example, Ford Motor 
Company has one retiree for every 
15 active employees. We estimate 
that, by 1970, the ratio will be one 
to seven, Most of these retired em- 
ployees are now covered by group 
hospital and surgical insurance 
plans, often paid out of retirement 
benefits. 

Ultimately, then, we 
a growing trend toward industry 
whole bill for all the 


might find 


paying the 
health care of employees and thei: 
families. That, I 
really qualify as private, 


suppose, would 
indu 
trialized, socialized medicine 
Perhap 
case, but it does suggest the very 


broad implications of the massive 


that’s overstating the 


intrusion of industry and organ- 
ized labor into the health picture 

When 
come together today or tomorrow 
health con 


management and labo! 


or next year to discu 
tracts, any or all of the points I 
have mentioned may be advanced 
How is management to arrive at 
an intelligent appraisal of specific 


demand If we were to try, fol 


example, to make some provision 


for preventive care, psychiatric 


treatment or vocational rehabili 
tation, how accurately could we 
predict the size of the demand and 
the probable cost of such provi 
ions? How sure could we be that 
health facilities and personnel all 
over the country would be able to 
meet the added demand? 

The fact i 


pretty much in the dark 


that we are operating 


To sum it all up, then 





to have a health situation posing 
some tough questions to us in in- 
dustry, to you in the health field 
and to the population at large. 

We find within industry the 
growth of more and more compre- 
hensive health care programs. 
These programs, which benefit a 
large portion of our population, 
are establishing a pattern and set- 
ting a standard for a nationwide 
demand on our health facilities. 
To all appearances our health plant 
is not uniformly capable of han- 
dling even the present demand, 
with its swift-changing patterns, 
and there is no sustained effort to 
anticipate and meet any increas- 
ing demand. 

You get the definite impression 
that the ambulance is stalled at 
a grade crossing, and while the 
night express bears down upon it, 
the driver, the doctor and the pa- 
tient are locked in a heated dis- 
cussion of socialized medicine. 


STRONG LEADERSHIP NEEDED 


Now, up to this point I seem to 
have painted a picture of a pretty 
sadly-confused health situation. 
That would hardly be a true or 
fair picture. Most of our present 
difficulties are inherent in the na- 
ture of the private enterprise sys- 
tem. Ironically, it is the very high 
quality of our private medicine and 
our partial success in developing 
private means of financing medical 
care that make it possible for us 
to enjoy some of these worries I’ve 
been talking about. 

Under private 
are not interested in setting up 


enterprise, we 


czars—medical or otherwise—to 
solve our problems, Yet the pres- 
ent picture does seem to indicate 
the need for some strong and effec- 
tive leadership within the health 
area, I suggest that it will be more 
and more keep 
abreast of the coming demand un- 
less there arises within the health 
profession a means for organizing 


impossible to 


all our resources to that end. 

It seems to me that the profes- 
sional health associations would be 
a logical source of leadership. Your 
organization has displayed leader- 
ship of the kind that is needed, for 
example, in sponsoring two signifi- 
cant national studies on hospital 
care and financing. 

Because the problem of organi- 


zation is national, its solution 
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seems to call for national action. 
For example, wouldn’t it be possi- 
ble to set up a permanent private 
national health commission repre- 
senting all the major segments of 
the health profession, to examine 
our major health needs and to rec- 
ommend how best these needs can 
be met? 

I’m not suggesting a super-lobby 
to fight socialized medicine or a 
“politburo” to dictate hospital and 
medical practices. I have in mind 
a top-level professional group ade- 
quately staffed to study the devel- 
oping pattern of wants and demand 
and to establish standards and 
practices for the guidance of all 
our services, including hospitals, 
clinics, medical schools and medi- 
cal research centers. 

AGREEMENT ON SCOPE. Per- 
haps the first job of such a commis- 
sion would be to seek some agree- 
ment as to where you draw the 
line between what private medi- 
cine ought to do and what the gov- 
ernment ought to do. I think, 
instead of more vocal anguish 
about socialized medicine, there 
might be more voluntary coodpera- 
tion with the government to the 
end of making the best possible use 


of private and public resources and, 
incidentally, of keeping the reins 
in private hands. 

I don’t know whether that tags 
me as a member of the “boring 
from within” school or the “if you 
can’t lick ’em join ’em”’ school. But 


it looks to me like a_ pretty 
realistic school. Since the govern- 
ment is apparently in the health 
picture to stay, it would be hard 
to find a better time to start setting 
a pattern for future codperation 
than right now, while we have an 
administration sympathetic to pri- 
vate enterprise principles. 

CHARTING THE DEMAND. 
Another task would be to chart 
the pattern of demand and relate 
it on a nationwide basis to our ex- 
isting health resources. I under- 
stand that a number of studies of 
this nature have already been 
undertaken, and that a lot of infor- 
mation has already been assembled. 
We need much more of that type 
of activity. 

There is obviously a need for a 
closer relating of health services to 
demand; for building more hos- 
pital beds where there is scarcity 
and fewer where there is a surplus; 


for stronger financial support of 
our medical schools; for training 
more doctors and technicians and 
encouraging more specialized 
training in areas that are now 
neglected; and for gearing our re- 
search effort a little closer to our 
changing medical needs. 

MEDICAL RESEARCH. Let’s 
consider just one item out of that 
list—medical research. 

Americans are spending 
money today on grave monuments 
and tombstones than on medical 
research. According to the Nation- 
al Research Council, in 1951 we 
spent through grants for medical 
research about 180 million dollars 

-two-thirds of which came from 
the governement. By _ contrast, 
since 1946 we've spent 20 billion 
dollars on industrial research. 

In 1951, we spent roughly six 
million dollars on cancer research, 
less than four million on the 
cardiovascular system—a _ not-so- 
grand total of about 10 million 
dollars on our two major killers. 
We spent less than two million 
dollars each in such basic areas as 
mental health, metabolism and nu- 
trition; less than 500 thousand dol- 
lars on digestive system; and 
rapidly-diminishing amounts on 
sensory organs, problems of aging, 
respiratory system and, at the bot- 
tom of the list, occupational dis- 


more 


eases. 

I don’t mean to oversimplify the 
problem. Undoubtedly there are 
limits to how fast or soundly we 
can expand medical research just 
by spending more money. I’m not 
sure, either, that it would be wise 
to apply the yardstick of economic 
utility to our research efforts. 

But it does seem, in view of 
the changing emphasis in health 
care—the idea of treating the 
whole man rather than the disease 
—that we need a more-vigorous 
development of research in some of 
these important, neglected areas. 
After all, research does offer our 
best hope for providing better care 
for more people at relatively lower 
cost. 

STANDARDS. Next, I 
think our hypothetical health com- 
mission might do a major job of 
studying the whole technology of 
health administration and try to 
establish some standards for more- 
efficient organization and utiliza- 

(Continued on page 148) 
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FYNHAT HOSPITAL CARE shall be of 
i] consistently-high quality is a 
matter of concern to the hospital 
administrator, to the physician and 
to the patient. Any proposal tend- 
ing toward the reduction of the 
cost of such care will be assayed 
by those three individuals to de- 
termine if it reduces quality. If it 
does reduce the quality of hospital 
care, it will not be tolerated. If the 
medical or hospital procedure 
needed by the patient is legitimate- 
ly expensive, and much of such 
care is legitimately expensive, no 
one would wish to compromise in 
favor of cheaper and less-perfect 
care. 

The fact that hospitals today are 
administered with considerable ef- 
ficiency leaves less opportunity for 
cost reduction than was the case 
two or three decades ago. There 
will, of course, always be room for 
improvement. But today one would 
expect dollar-saving techniques 
that fall solely within the scope of 
administrative effort to produce 
minor rather than major econo- 
mies. 

If, therefore, an attempt is to be 
made to drastically reduce the cost 
of hospitalization without affecting 
its basic quality, it would appear 
that such an attempt must involve 
a cooperative effort by all con- 
cerned, and a somewhat-new ap- 
proach to the problem. Minor 
changes in the techniques of hos- 
pital management are desirable in 
the interest of economy, but to 
effect major savings one must look 
for major defects in the present 
system of supplying hospital care. 
It is our belief that such defects 
exist, and that their eradication 
could offer hope for a considerable 
reduction in the expense of hos- 
pitalization to the patient. 

There is no question but that the 


Dr. Becker, medical director of the 


Michigan Hospital Service (Blue Cross), 


Detroit, served as field secretary of the 


state medical society's advisory commit- 
tee to the Michigan Hospital Service. 
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controlling use and misuse 


of hospital care 


HARRY F. BECKER, M.D. 


advent of voluntary hospital plans 
ushered in an era of increased use 
of hospital inpatient facilities, Less 
than 20 years ago, when I was 
confronted by a patient who needed 
treatment and who possibly needed 
some investigation, my first thought 
was directed toward the question: 
“How can he finance this care and 
these procedures?” In an attempt 
to conserve my patient’s finances, 
the finances of my hospital and 
my own finances, I was apt to con- 
sider only those things absolutely 
needed by the patient. I was apt to 
shear away unessentials, to post- 
pone things that could safely be 
postponed, and to reduce hospital 
stay to the least number of days 
consistent with high-quality care. 

Today my task is much simpli- 


fied. I merely ask my patient if 
he has a bank account, or “hospital 
insurance,”’ If the answer to one 
or both of these questions is “yes,”’ 
I let my scientific imagination have 
full play. I send the patient to a 
hospital and order “the works.” In 
this new era I save myself much 
mental agony and my patient is 
often quite impressed by what he 
considers to be my thoroughness 

The results of all of this change, 
due to what one might call the in- 
surance era, have been both good 
and bad. Prepayment has provided 
needed hospital care for thousands 
of people who might otherwise 
have had to forego necessary at- 
tention; and that of course is good 
But it has also resulted in millions 
of unnecessary days of hospital 





bed occupancy and many millions 
This, 
perhaps more than any other fac- 
tor, is presently pricing hospital 
care out of the pockets of the lower 
income segments of our population; 
and these things are bad. 
Morecver, it is conditioning a 
large part of the public to an atti- 
tude that occupancy of a hospital 
bed is the first step toward care of 


of unessential procedures. 


not only major but also of minor 
illnesses, a necessity for the estab- 
lishment of a diagnosis, a means 
of obtaining medical care; and that 
such occupancy can be invoked 
simply for the convenience of the 
patient, the patient’s family or the 
doctor. All of this is good insofar 
as it reflects public confidence in 
the American hospital. It is bad 
where it uses the facilities of that 
hospital for purposes for which 
they never were intended. 


CONCERN TO EVERYBODY 


It is my belief that the doctor, 
the hospital and the patient all 
have a responsibility for the cause 
and for the cure of the high hos- 
pital bill as well as having a stake 
in the satisfactory solution of the 
problems it generates. To argue 
about who has the greater respon- 
sibility, or the larger stake, would 
not be productive. It would be 
difficult to deny, however, that the 
problem is of concern to all of us. 

Nor do I wish to leave the im- 
pression that there are not econ- 
omies in operation that lie ex- 
clusively in the domain of the 
hospital Certainly 
the improvement of the adminis- 
tration of departmental activities 
can result in a saving of patient 
dollars. The continual study of per- 
sonnel requirements, the utilization 
of highly-paid and highly-skilled 
employees for less actual work and 


administrator. 


for more supervision, reduction of 
steps in supply and material han- 
dling, the extension of codperative 
buying and a continuous training 
program, are examples of such ad- 
These 
have fully 
and more competently than I can 


ministrative opportunities, 


been discussed more 
discuss them in the excellent study 
of Marion Wright at Harper Hos- 
pital.' But in the last analysis, no 
matter how vigorously these prob- 
lems are attacked, the roots—the 


1. Improvement of Patient Care, Marion 
J. Wright. G. P. Putnam's Sons, New York, 
1954. 236 p. $4.50. 
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causes—of the increasing cost of 
health service in America will be 
untouched. 


TRIAD OF CAUSES 


The rise of the total cost of hos- 
pital care to the American public 
results largely from a triad of 
causes, Over which the _ hospital 
administrator has, at best, only 
partial control. They are: 

1. The fact that the price of 
everything and every service the 
hospital must purchase has in- 
creased by leaps and bounds. This 
increase is partially due to ordi- 
nary inflationary trends, but also 
results from the decreased working 
hours of hospital employees. 

2. A not-inconsiderable factor 
is that technological advances in 
medical science have necessitated 
an increased amount of materials, 
personnel and treatments and the 
diagnostic procedures such ad- 
vances have required. No one can 
properly object to making such 
improved techniques available to 
all people. It is unfortunate, how- 
ever, that competition between 
communities, hospitals and profes- 
sional staffs has frequently resulted 
in a duplication of such facilities 
in an uneconomic manner. A good 
proportion of these procedures are 
used relatively rarely, and their 
provision might well have been 
instituted on a community rather 
than an individual hospital basis. 
There are, of instances 
where community rivalry has been 
responsible for the unnecessary 
duplication of entire hospitals in 
adjoining communities. 


course, 


3. But perhaps the largest factor 
in increasing the total cost of hos- 
pital care to the public is the 
growing tendency to use inpatient 
care for more and more patients, 
for less and less necessity. 

It is this latter point I wish to 
emphasize. 


FREER USE OF HOSPITALS 


First, one might ask, ‘‘How much 
are hospitals being used today?” 
Hospital admissions in 6,840 hos- 
pitals registered by the American 
Medical Association increased five 
per cent in 1953, as compared with 
1952. In all Blue Cross plans, hos- 
pital admissions per 1,000 mem- 
bers increased nine per cent in the 
five-year period ending with 1953. 
During this same period, the days 


of care per 1,000 members in- 
creased over six per cent. 

Since this marked increase in 
the use of hospital beds cannot be 
accounted for entirely by excessive 
illness nor by normal population 
increases, the inference must be 
that hospital beds are being used 
more freely than they formerly 
were used. It is also evident that 
at the present average per diem 
charge for hospital bed occupancy, 
this additional use must represent 
a tremendous sum of money. 

Insofar as this additional cost 
provides better basic quality care, 
it is money well spent. If, how- 
ever, all or any part of the money 
spent for additional use of hospi- 
tal facilities is not used to purchase 
essential service for the occupant 
of the hospital bed, it then repre- 
sents an economic loss to the in- 
dividual who, in the last analysis, 
must pay the hospital bill, and to 
the general public who, at last anal- 
ysis, must provide the hospital beds. 


LACK OF MARGINAL COVERAGE 
There is another facet to the 
problem. When we formulated the 
idea of the prepayment plan, we 
had in mind the establishment of 
a system by which the family 
whose income falls within the 
lower levels might budget against 
the cost of unpredictable illness. 
This family was then, our prime 
concern. 

It might be well to examine how 
completely that family is now pro- 
tected. About 28 per cent of fam- 
ilies in the United States have 
money incomes of less than $2,000 
per annum.’ The Research Report 
of the Joint Committee,’ in speak- 
ing of this low-income group, has 
this to say: “In a few cases, where 
circumstances were more favor- 
able, we found families trying to 
fortify themselves against some of 
the risks of hospitalization and ill- 
ness through voluntary hospital 
plans. At marginal levels, however, 
there is small recourse to protec- 
tion of this kind.” 

This would indicate that hospital 
care, or, if you prefer, prepayment 
coverage, has already been priced 
above the financial ability of over 
one-fourth of our families; and 
that this one-fourth of families are 

2. Report of the U. S. Dept. of Com- 
merce, 1952. 


. Report of the Congressional Joint 
Committee. Senate Document 112, 1952 
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the very people we originally pro- 
posed to assist. We do not infer 
that any possible reduction of pre- 
payment rates could conceivably 
put such protection into the reach 
of all of the 28 per cent of families 
who have a money income of less 
than $2,000, but it would certainly 
make it possible for a larger pro- 
portion of them to cover them- 
selves. While we contemplate ris- 
ing hospital costs it might be 
well to realize that over 40 per 
cent of American families have 
money income of less than $3,000 
per year. 

PROBLEM DEFINED 

So our problem might be stated 
as follows. Hospital costs and pre- 
payment rates are rising. Only 
three-fourths of our people can 
now buy protection from the ex- 
pense of serious illness, and with 
each new increase in prepayment 
costs that number becomes con- 
siderably smaller. 

On the other hand, hospital fa- 
cilities are being used more and 
more freely by those who are stil] 
able to afford protection. Hospital 
beds are being built at an unprec- 
edented rate. As more general hos- 
pital beds are available, there is 
less deterrent to the over-use of 
hospital facilities. The more things 
for which the hospital is used, the 
higher the prepayment rates will 
be. 

The cure of this condition is 
dependent upon finding some way 
to maintain high-quality inpatient 
care for the individual who needs 
such care, but to relieve prepay- 
ment carriers from furnishing hos- 
pital beds for those whose condi- 
tion does not require them. 


MICHIGAN SURVEY 
In an effort to determine to what 
extent the accelerated use of hos- 
pital facilities is justified by neces- 
sity, and to what extent it repre- 
sents unneeded use of inpatient 
care, the Michigan State Medical 
Society and Michigan Blue Cross 
joined hands to investigate this 
phenomenon of the mounting use 
of hospital beds. That study con- 
sisted of a painstaking analysis of 
over 12,000 consecutive clinical 
records in 25 typical Michigan 
general hospitals. It was conducted 
by experienced and qualified doc- 
tors, appointed by the State Medi- 
cal Society. 
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The criteria by which the neces- 
sity for hospital care was judged 
were very conservative. The data 
derived from the study, as well as 
the methods used and the conclu- 
sions drawn, have been examined 
by qualified statisticians, by doc- 
tors and by hospital executives, 
who have found no fault with their 
accuracy 

This study tends to prove that 
in Michigan—and I have no doubt 
that the same holds true with 
minor variation elsewhere 
28 per cent of all hospital admis- 
sions contained some element of 
faulty use. As one would expect, 
these “faulty admissions” were, of 
course, more frequent among “in- 
sured” patients. Blue Cross mem- 


over 


bers misused their hospital stays 
in nearly 36 per cent of cases 
Commercially-insured patient 
misused them nearly 30 per cent 
of the time, but patients paying 
their own bills showed faulty use 
in less than 14 per cent of ad- 
missions, 

In terms of hospital days, 11,172 
of these 76,238 days studied were 
considered to be unnecessary to 
the recovery, safety or to the rea- 
sonable comfort of the patient 
Nearly one out of five days used 
by Blue Cross patients was not a 
necessary day. 

I must emphasize that we did 
not conclude that the patients who 
used these unnecessary days did 
not need the medical, surgical or 
diagnostic care they received. In 
In all 
but a small minority of these cases 
it was felt that the investigation 
and the treatment they received 
were justified. But these patients 
did not need to occupy a hospital 
bed in order to receive it. One out 
of eight Blue Cross patients en- 
tered the hospital for laboratory 


most cases they did need it. 


or X-ray examinations, although 
outpatient 
were performing similar examina- 


hospital departments 
tions on similar patients every day 
Over 18 per cent of Blue Cross 
patients remained in the hospital 
in excess of their need. 


SUBSCRIBERS PAY 


It was evident in the study that 
“uninsured” patients, even those 
who were well-to-do, ‘“‘misused’’ 
hospital stays rather rarely. When 
a third party provides the imme- 
diate cash outlay, the tendency to 


misuse hospital facilities is much 
greater. There seems to be unl- 
versal acceptance of the fallacy 
that the hospital bill paid by the 
prepayment carrier costs the pa- 
tient nothing. This is probably the 
basic cause of most misuse. The 
fact that in the long run the sub 
scribers to a plan pay the “whole 
enough, 


shot” has, urprisingly 


never been understood by those 
subscribers. Prepayment exists fo! 
just one purpose—to make fund 
immediately available for nece 
sary medical and hospital expense 
That is a very important and a 
very necessary mission Jut there 
is no magic in prepayment. The 
arithmetical fact that you can pay 
out only what you take in applies 
to prepayment as it does to any 
industry 

In the long run, the subscriber 
pays for this misuse in the in- 
creased rates charged for his con- 
tract. The more the misuse, the 
Nor does it make 


higher the rate 
much difference whether the em- 
ployer pays the premium or the 


employee pays it. If tomorrow 
morning all of the employers in 
the country would begin to pay 
the full cost of medical and hospi- 
tal contracts for all of their em- 
ployees, by tomorrow night those 
same employees would begin to 
pay the full cost of 
in the increased cost of everything 
they might buy. Thus every bit of 
unnecessary use of hospital facili- 


such protection 


ties is eventuaily paid for by the 
patient himself 

I am, of course, aware of the 
fact that there are instances where 
because of competitive pressure 
or in order to obtain tax relief, the 
employer may take the most of 
such employee protection out of 
profits. The expense of emplovei 
contribution to prepayment can 
not, however, be considered a 
other than labor cost chargeable 
to the manufacture of his product 
The same general reasoning applie 
to considering employer participa 
tion as a means of obtaining tax 
relief. The tax dollar that is not 
contributed by the manufacture! 
must be supplied by the public 
There are, of course, sound reason 
for employer participation in de 
fraying the cost of health service 
but such participation does not re 
duce the expense of hospitalization 


If I go to a hospital for certain 
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entirely-necessary x-ray and lab- 
oratory examinations, and stay 
for two days, my entire bill might 
well be $90, of which $25 is for a 
bed I did not need. In other words, 
28 per cent of my bill is for un- 
necessary service. 

Similar facts apply to overstay 
in the hospital. In our survey, 
1,556 patients out of a total of 
12,102 stayed than good 
conservative medical judgment 


longer 


would consider to be necessary for 
them. The days of overstay in the 
12,102 cases we examined were 
5,231. If this proportion is pro- 
jected to the state of Michigan as 
a whole, such overstay costs nearly 
$5,000,000 a year in Michigan for 
bed charges alone 
only one type of faulty use, and 
Michigan is only one state. 

Nor is that the whole story. It is 
estimated that 2,430 Michigan gen- 
eral hospital beds are wasted every 
day in the year by being used un- 
Such must be 
replaced by new construction at a 
cost of $40,000,000. The public will 
pay for these beds. Hill-Burton 
money, and in fact most money 


Overstay is 


necessarily. beds 


used for hospital construction, is 
public money. 


ONLY NECESSARY CARE 


We feel that it is evident that a 
considerable part of the increasing 
cost of hospitalization is due to 
the use of hospital facilities for 
purposes that contribute not one 
iota to the essential quality care 
for the patient. If the patient pays 
his own. bill, 
care becomes an immediate charge 
against him. If he has a prepay- 
ment contract, he, and every other 
subscriber, pays the full cost of 
faulty use in the increased cost of 
prepayment. 

The solution would seem to be 
to limit inpatient care to the pa- 
tient who 
Every day a patient who does not 
need a hospital bed occupies such 
a bed in order to obtain benefits 


such unnecessary 


needs inpatient care. 


from a prepayment carrier, this 
becomes a charge against all sub- 
scribers and increases by some in- 
crement the entire cost of hospital 
operation, Every insured patient 
who occupies a bed while he has 
a wart or mole removed, or while 
he has some simple laboratory or 
x-ray tests performed, contributes 
to the rising cost of hospital oper- 
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ation and the increasing cost of 
prepayment contracts. 

Remembering that the service 
this patient obtains is usually nec- 
essary, but that the bed he occupies 
is unnecessary, it would appear 
that the elimination of a consider- 
able portion of the present high 
hospital bill—and the presently- 
high prepayment rates — depends 
on a new conception of the vend- 
ing of medical care on the part of 
the hospital, the physician, the 
prepayment carrier and the patient. 
To implement such a concept, cer- 
tain profound changes will be re- 
quired. 

1. General hospitals must expand 
and perfect existing facilities, to 
the end that much minor surgery, 
and most diagnostic procedures, 
may be carried out without ad- 
mitting the patient to the hospital. 
We realize that it is, of course, 
evident that some small hospitals 
in metropolitan areas, whose op- 
eration is uneconomic under the 
present system and who are pres- 
ently deficient in equipment and 
personnel, cannot and should not 
establish elaborate outpatient fa- 
cilities. 

2. Since most hospital sections 
are set up to care for a census con- 
taining 100 per cent of critically- 
ill patients, but which in fact 
usually accommodate about 60 per 
cent of convalescent patients, it is 
suggested that the many properly- 
located and -staffed hospitals pro- 
vide convalescent sections, the op- 
eration of which will require less 
highly-trained personnel, and 
which will cost less to construct 
and less to operate. 

3. Prepayment plans must rec- 
ognize that, if unnecessary bed 
use is to be eliminated, they have 
a responsibility for furnishing a 
contract that will provide nec- 
essary service on an outpatient 
basis. 

4. Physicians must accept the 
hospital outpatient department as 
one of their workshops, using it 
for such diagnostic procedure and 
for such treatment as can be prop- 
erly accomplished in such a de- 
partment, One would be 
naive were he not to realize that 
this particular point treads rather 
heavily upon some areas that are 
already a little tender. The doctor, 
jealous of his roles as entrepreneur 
and as director of the medical 


very 


team, has traditionally opposed 
anything he feels could result in 
an encroachment on his preroga- 
tives. He is apt to get along very 
well with the hospital until he 
feels that that institution is en- 
deavoring to dispense medical care, 
or to profit from his personal 
activities. 

As a physician, I can understand 
and feel sympathy for this atti- 
tude. The hospital administrator, 
on the other hand, is as much an 
expert in his field as the doctor is 
in the realm of medicine, and he 
likewise fears and opposes any- 
thing approaching medical partic- 
ipation in the administrative field. 
It is my opinion that both of these 
fears are much exaggerated. I can 
conceive of no possibility of the 
exploitation of the physician by 
the hospital, even in the remote 
possibility that the hospital might 
wish to take advantage of him. 
It would seem that the law of 
supply and demand, and the power 
of medical organization, could ef- 
fectively resist such action. The 
same reasoning applies to the 
equally-remote possibility of doc- 
tors invading the administrative 
field. 

I do see real danger, however, 
in both medicine and the hospital 
being forced to make unwelcome 
and improper adjustments in the 
manner in which they distribute 
their care, unless they themselves 
make sure that their total opera- 
tion is economically efficient. The 
present demand by some powerful 
organized public groups—that they 
be able to contract for complete 
health service with one vendor of 
such service, who will provide 
high-quality care at a price the 
individual can afford—presents a 
challenge to all of us. We are still 
in a position to offer such care on 
our own terms, and under condi- 
tions that will be in the public in- 
terest. Our failure to do this will 
inevitably result in the loss of 
initiative, and in precipitate and 
undesirable political, economic and 
social effects. 

5. Patients must be conditioned 
to the use of outpatient facilities in 
cases where inpatient care is un- 
necessary. 

It is our belief that such a pro- 
gram will preserve high-quality 
medical care and reduce, in major 
amount, the cost of such care. §& 
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ATIONAL conventions as we 

hold them today are really 
remarkable. No other public as- 
semblages have quite their com- 
binations of gregarious exuberance, 
earnest seeking for inspiration, 
humble public confessional of in- 
adequacies and needs, at times em- 
battled disagreements on policy, 
always bewildering choice of which 
section meetings to attend, and 
with all this, the risk and horror 
of disgracing the family if one 
cannot manage to take at least one 
meal—breakfast, for example 
with a niece who lives in Winnetka 
—or Milwaukee-—on the occasion 
of our being in Chicago. 

If we seek a comparison from 
among our ordinary experiences, a 
national convention most nearly 
resembles a visit to a filling sta- 
tion. We get our intellectual tanks 
filled—high test if you please—and 
we check the oil of efficiency that 
lubricates the friction of adminis- 
trative work—yes, another quart, 
I guess. Or the cooling system may 
need the water of “public rela- 
tions’ to keep our engines from 
getting overheated. Or the inner 
tubes of our self-esteem may 
need inflation—or deflation—to a 
pressure that will take us over the 
inevitable bumps a little 
comfortably. And lastly, our bat- 
teries of motivation may need just 
a little of the distilled water of 
philosophy. 

I know that a very little of any- 
thing that is distilled goes a long 
way, and I realize that the electric 
energy your batteries produce 


more 


Dr. Gregg is vice-president of the Rocke- 
feller Foundation, New York. This paper 
was presented by the author to the 56th 
annual convention of the American Hos- 
pital Association 
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comes from your own magnetos 
in short, that the motivation for 
fine hospital services comes from 
you yourselves. 

There are among you persons 
who rightfully feel, “We are do- 
ing our job. Why should we be 
urged to do it differently or with 
There are others 
who wrongly feel exactly the same 
way. There are those who will 
brush aside as useless and trivial 


more energy?” 


the major impression I have when 
I reflect upon the wonderful role 
you play in American life. For my 
regard is one of almost-unqualified 
admiration and grateful appreci- 
ation. The tasks you set yourselves 
and the results you are obtaining 
present, I think, a heroic example 
of good-will incarnate- 
the dull and repetitious detail es- 
sential to practical success. I wish 
that it were within my powers of 
expression to do you adequate jus- 
tice and honor. 

Nonetheless, I have a theme to 
offer. In essence, it could be de- 
scribed as the dangers of the lone- 
If by 
philosophical you mean devoid of 


liness of the administrator 


an immediate and specific action 
recommended, then those remarks 
are philosophical. But let me add 
that what we call experience and 


judgment also exist and resemble 


the philosophical attitude in that 
mere experience and judgment are 
ready for, but do not urge, any 
explicit action. They are in re- 
serve, to be called in as occasion 
arises: “They also serve who only 


mastery of 


Like experience 
and judgment, merely the realiza- 
tion that certain dangers accom- 
pany the isolation of the leader 


stand and wait.” 


may serve a very useful purpose. 


ISOLATION OF THE ADMINISTRATOR 


What relation does such a sub- 
ject as the isolation of the admin- 
istrator have with the subject of 
individual responsibility? Well, if 
I address hospital administrators 
on the subject of individual re- 
not the 
individual responsibility of others 


sponsibility, obviously it is 


but of you, yourselves, that I have 
in mind. The essential point is that 
among your individual responsi- 
bilities I venture to call your at- 
tention to the duty of seeing to it 
that you do not cut yourself off 
from the most intelligent and 
imaginative and appreciative of all 
possible criticisms. That seems to 
me one of the real dangers of the 
isolation of the administrator 
that they are so often cut off from 
their most-perceptive critics 

Let us look first at the radical 
distortions of human relationships 
that occur when a patient has re 
course to hospital care. He changes 
often abruptly, his status from be- 
ing a competent person to being, 
in some measure at least, no longet 
competent or self-sufficient. He i 
suddenly forced to an unwelcome 
bargain—trading his independence 
to obtain health or relief from pain 
and anxiety. Doctors in their daily 
work have so relatively-little con- 
tact with persons free from the 
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handicaps of illness or fear—that 
is with persons who are free, force- 
ful and challenging, in their rela- 
tions with weil people—that doc- 
tors exhibit a sensitiveness to 
opposition and criticism that sug- 
gests the mentality of a dictator. 
With illness so frequently weaken- 
ing the normal person’s self-confi- 
dence, the power of a_ hospital 
administrator—I think it wise to 
remember—derives in part from 
the sudden weakness of his charges 
and not entirely from his own 
abilities. 


PATIENT REACTION NOT UNIFORM 


Nor is the reaction of patients to 
their admitted or implied declara- 
tion of dependence by any means 
uniform, Some accept hospitaliza- 
tion with a sense of outrage, “Why 
should this happen to me?’’ Others 
may feel on entering the hos- 
pital, “Here is where I get my 
money’s worth on all those insur- 
ance payments I’ve made!’’ Some 
are so disturbed or indeed dis- 
traught that even following direc- 
tions is quite beyond them, to say 


(WOsPiTAL) 





nothing of directing their own 
thinking intelligently. Still others 
express their anxiety by the most 
abject abnegation of their own 
preferences—even to the point of 
a misinterpretation of what they 
thought they detected in the doc- 
tor’s or the superintendent’s voice 
or manner. And _ finally—though 
the list be nowhere near exhausted 

the patients or families of pa- 
tients who do not dare do anything 
that might antagonize the doctor 
or the hospital administrator. To 
this last group I would draw your 
particular attention, for you are 
isolated often permanently from 
their criticism or their adverse 
opinions: too much is at stake for 
them to say what they are think- 
ing. 

You may well retort, “We hear 


66 


plenty of criticism—don’t worry 
about that’! Granted. Yet I would 
pursue the logic of the statement 
that if one group of users of hos- 
pital service deliberately refrains, 
out of either fear or gratitude, 
from commenting on what was 
unsatisfactory, then you do ex- 
perience unwittingly the isolation 
of the administrator. For it is the 
gift horse whose halitosis is most 
likely to escape remark. And as 
a philanthropoid with 35 years of 
experience, I think I can speak out 
of some familiarity with this prob- 
lem of the gift horse. 


POWER TO RESTORE HEALTH 


The power of money is widely 
admitted. The power to relieve 
pain and restore health receives 
perhaps less realistic recognition, 
mixed as it often is with fear, sym- 
pathy and indebtedness. But it re- 
mains power, and I find nothing 
neurotic or overconscientious in re- 
minding ourselves of the shrewd 
dictum of Lord Acton that “power 
tends to corrupt and absolute 
power corrupts absolutely.’’ If hos- 
pital care were a purely commer- 
cial transaction, the — situation 
would be different. But the very 
nobility and unselfishness of your 
intent to serve the patients and 
their families operates to increase 
your isolation and your remoteness 
to their reproach. 

This task of admitting to our- 
selves that there may be defects 
virtually inherent in the isolation 
of leadership recalls a situation I 
was told by an English colleague. 
It seems that on one occasion Her 
Majesty Queen Victoria took a 
course to which the judiciary was 
disposed to take serious excep- 
tion. A committee of highly-placed 
judges undertook to prepare a me- 
morandum to Her Majesty, which 
was designed to point out the 
error of her action. Very naturally 
it seemed wise for the memoran- 
dum to begin with a conciliatory 
and properly-modest and deferen- 
tial opening sentence. The first draft 
began, “Conscious as we are of our 
limitations .. .”’ On re-reading, the 
justices felt that this conceded too 
much. In the ensuing discussion it 
was suggested that the memoran- 
dum be rephrased to read, “Con- 
scious as we are of each other’s 
limitations. .. .” 

To the dangers of professional 


supersensitiveness and occupa- 
tional isolation I was alerted as 
early as the fourth year in medical 
school. As mere medical students 
we invited a minister, Dr. George 
A. Gordon of the Old South 
Church, Boston, to address us on 
“Doctors of Medicine as seen by a 
Minister of the Gospel.”’ Among his 
comments, uttered with the accent 
of his native Scotland strong upon 
his tongue, was this, that I wrote 
down soon after and have profited 
from ever since. (See box on op- 
posite page.) 

From his neat catalogue of vir- 
tues and defects—each presented 
as the product of occupational ex- 
perience—I turn to what I believe 
we may expect to see more of in 
the near future. The social scientists 
have begun to study the psycho- 
logical and social forces that oper- 
ate in hospitals. This field of study 
will probably claim increasing at- 
tention. Its development at present 
has more than reached the descrip- 
tive stage, but as yet does not seem 
to me to have come to a point 
where the various formulations of 
experience or theory have pre- 
dictive value. That fact, however, 
does not justify ignoring or be- 
littling the contributions that may 
come from social psychology to the 
effective administration of hospi- 
tals. 


NEW TERMS AND NEW MEANINGS 


As any field of study unfolds and 
develops, its explorers or early 
practitioners frequently evolve new 
terms or new meanings for old 


words. This provides a _ certain 
economy of communication be- 
tween colleagues but an equally 
certain obstacle for outsiders un- 
‘amiliar with the special terminol- 
»gy. I can only hope that I do not 
invite too-accurately aimed execra- 
tion from both sides if I offer a 
definite warning to the social 
psychologists on the one hand and 
hospital administrators on the 
other. To the social psychologists 
I would say, “The accuracy and 
completeness of what you write 
and say matters very little if you 
do not make yourself understood. 
In self-defense you must learn to 
express your new ideas in plain 
English.’”’ And to those interested 
in hospital administration I would 
say, “There is a limit to the prog- 
ress you can make unless you are 
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“I have often observed how remarkably a 
man’s professional associations eventually af- 
fect his manner of thought and feeling. Now I 
have served on many civic committees where I 
have watched the behavior of professional men 
and it would be my considered judgment that if 
you are ever on a civic committee of one kind 
or another you'd do well to respect the profes- 
sional experience of the members of the com- 
mittee. You’d do well indeed to divide the work 
into different parts according to the professions 
represented, 

“For the work of examining the status quo, 
no matter how bad it is, and making a report 
on it, you’d do well to use the doctors on your 
committee. They’re honest men trained to ob- 
serve and in touch with all parts of the com- 
munity, accustomed to knowing the worst and 
doing the best they can. But doctors have one 
great defect. They’ve been so surrounded by 
frightened patients, and adoring families, and 
obsequious nurses, that they’re not accustomed 
to being criticized in public or having their 
recommendations challenged by any living man 
or woman. So when it is finished, take the 
doctors’ report arbitrarily out of their hands 
and turn the duties of discussing what’s to be 


DOCTOR, LAWYER, MERCHANT, CHIEF 


done over to a subcommittee made up of the 
lawyers. 

“Now the lawyers have one grand quality; 
they have the hides of rhinoceri. They are quite 
capable of criticizing each other's suggestions 
mercilessly and in public all morning and all 
afternoon and still dining amicably together in 
the evening—which is more than the doctors 
can do under similar circumstances. But the 
lawyers have a grave defect—they would be 
willing to go on that way forever. So, when the 
fifth plan suggested (and amended twice) be- 
gins to look suspiciously like the very first sug- 
gestion proposed, it’s time to take it out of the 
hands of the lawyers and hand it over to the 
businessmen on the committee. Now the busi- 
nessman is congenitally incapable of examining 
anything, and he easily becomes impatient of 
discussing the equities and proprieties of meth- 
od and procedure, but he has one grand quality 
—when given a clear idea of what he is to do, 
he will seize upon it as a dog seizes a bone and 
carry it through—which cannot always be ex- 


pected of professional men.” —This anecdote, first 
told by Dr. George A. Gordon and designed to point up the 
dangers of professional isolation, was part of the convention 
address of Dr. Alan Gregg, printed herewith. 
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prepared to reach beyond your 
subject, and that may involve the 
task of acquiring new concepts and 
the beginnings at least of a termi- 
nology that at present is quite un- 
familiar to you.”’ Both sides might 
usefully take to heart the quiet 
caution of the opinion, “I have 
often heard that it is wise to go 
and learn but I have never heard 
that it is wise to stay and teach.” 
One product of the study of the 
work of the executive is the real- 
ization that true leadership is in 
large measure conferred by those 
who are led, and not seized by 
those who want power. This re- 
calls the solemn oath of nolo 
espicopari—‘‘I_ don’t want to be 
made a bishop’ — which in the 
early days of the church was de- 
manded of men about to be made 
bishops, as a device to eliminate, 
if possible, mere power-hunters. 


VALUE OF HOSPITAL STUDIES 


Another result of the studies of 
hospital work by sociologists and 
psychologists is what is often re- 
ferred to as “an increasing realiza- 
tion of the importance of the in- 
dividual.” Though eager for prog- 
ress in this direction, for it is 
overdue in many ways and many 
places, we may well remember that 
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the tired, thirsty pilgrim is very 
likely to cry out “Jerusalem!” at 
the sight of the first small settle- 
ment that meets his eye after a 
long stretch of the desert. In other 
words, when the vast core of hu- 
manism and good manners finally 
acquires the status of a scientific 
system, I shall have some misgiv- 
ings if the social scientists are very, 
very sure of their dogmas at the 
outset. It is not in plausibility but 
in their dependability for the pur- 
pose of predicting human conduct 
that the social sciences will find 
their validation. Why do I say 
predictive value? Because science 
has only two methods of validating 
theories. One is experiment and 
the other is accuracy of prediction 
Astronomy and geology are two 
sciences whose theories cannot be 
subjected to laboratory experi- 
ments. You can’t put the Earth, 
the Sun and the Moon in a lab- 
oratory. But if you can predict 
today an eclipse of the sun on 
March 22, 1976, and say from what 
parts of the earth it will be observ- 
able and precisely when, and this 
prediction is fulfilled with an neg- 
ligible error, then the theories that 
underlie the prediction deserve re- 
spectful attention. 

My hope is that the social scien- 











test and criterion of predictive 
accuracy. Few other measures that 
I could suggest can so wisely prove 
or disprove, validate or challenge, 
our increasing knowledge and 
methods in the social sciences 
Think for a minute of the force and 
the value of the task of prognosis 
in medicine. 

And now one final comment. In 
these days of advertising, sales- 
manship, shrill persuasion and in- 
numerable attempts to convey con- 
viction without resort to logic, I 
become skeptical of many kinds 
of oratory and exhortation. Indeed 
I would doubt the value of many 
kinds of effort were it not for one 
certainty that sustains me. Thi: 
certainty, quite simply stated, i 
that though what we actually get 
done may not be so very remark- 
able, to stop trying to do the best we 
can would produce indescribable 
confusion and unimaginable horror 
On that basis I can bear much that 
would otherwise seem fearfully 
depressing, such as the possible 
desolation of atomic warfare. For 
the decision to keep on trying | 
open to all of us. That is a com 
pletely dependable statement and 
a pure fact—the distilled water 


your batteries may use bd 
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How many hospitals can say 
that they are truly 

fulfilling their responsibilities 
of treating the whole 


patient—body, mind and soul? 


roviding for patients’ spiritual needs 


ALFRED E. MAFFLY, F.A.C.H.A.. AND RODERICK GETTEL 


rPNREATMENT OF THE whole patient is 

/ recognized as one of the funda- 
mental responsibilities of the hospital 
today. Yet, how many hospitals can 
say that they are truly fulfilling their 
responsibility of treating the whole 
patient—body, mind and soul? 

The responsibility for the spiritual 
aspect of patient care is one that hos- 
pitals must examine closely. There has 
come to us, together with increased 
knowledge and a new sense of respon- 
sibility, a new respect for the power 
and force of religious faith. The hospi- 
tal of today with its many activities 
and increased scope of endeavor feels, 
perhaps more than ever before, the 
need for religion in the hospital. 

Medieval hospitals were founded by 
the Christian church, which early as- 
sumed responsibility for all social wel- 
fare work and education, including 


Mr. Maffly is administrator and Mr. Gettel is 
administrative resident at the 20l-bed Herrick 
Memorial Hospital, Berkeley, Calif. 


hospitals, schools, orphanages, homes 
for the aged and similar services. How- 
ever, in our current times many new 
hospitals have been established inde- 
pendent of any affiliation with re- 
ligious denominations. Many hospitals, 
as a result, in fulfilling the many de- 
mands of medical science and in- 
creased community responsibility, have 
neglected this aspect of patient care. 

Certainly, religion is one of the most 
powerful motivating forces in the 
community which the hospital serves. 
Religious faith plays an important role 
in the lives of our patients before they 
enter the hospital and should continue 
to do so in the hospital. For many pa- 
tients, hospitalization is a time when 
faith plays an even more important 
role than it does during their usual 
community life. In the hospital, the 
spiritual aspect of patient care is one 
that defies scientific facts and figures 
and must be regarded as an ever-pres- 


INTERFAITH Advisory Committee of Herrick Memorial Hospital, Berkeley, Calif, has cemented the 
common bond of all religions in ministering to the sick. TOP, chaplain makes a welcome visit to a 
patient in her hospital room. CENTER, a priest, minister and rabbi, all members of the committee, stop 
off beside nursery during one of a series of tours to acquaint them with the hospital and its problems. 
BELOW, (I. to r.), the Reverend Laurence L. Cross, a local pastor and mayor of the city of Berkeley; 
Father Robert F. Duryea; Pastor Ross F. Hidy; and Rabbi Sidney Askelrad discuss the program. 
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ent intangible. Every day, observ- 
ant personnel in the hospital are 
aware of the physical pain, mental 
anguish and _ spiritual problems 
manifested in patients. Physical 
pain and mental anguish can be 
dealt with by the physician and 
psychiatrist, while spiritual assur- 
ance can be administered by mem- 
bers of the clergy. 

Herrick Memorial Hospital is a 
nondenominational community 
general hospital of 201 beds. Since 
1904 it has provided for the physi- 
cal aspect of patient care. In 1948 
it opened a psychiatric unit for the 
acceptance of patients with mental 
and emotional illnesses. Now it has 
organized a program in coopera- 
tion with the communities’ various 
faiths to provide also for the spir- 
itual phase of patient care. 

The hospital has been aware of 
the necessity of treating the whole 
patient, but had no organizational 
setup to really take care of the 
religious problems of the patients. 
An opportunity for exploring the 
resources available in the commu- 
nity to meet this need presented 
itself to the hospital when the ad- 
ministrator was asked to speak 
before the monthly meeting of the 
local ministerial association, which 
is composed of all the Protestant 
ministers of the city. As a result 
of this meeting, a second break- 
fast meeting was arranged at the 
hospital and included a tour of the 
institution. This meeting was ex- 
panded to include clergy of the 
Roman Catholic and Jewish faiths 
as well as the Protestant Minis- 
terial Association, the hospital’s 
director of nursing and the admin- 
istrative staff. At the breakfast, a 
plan was developed for better liai- 
son between the hospital staff and 
the members of the clergy. It was 
most interesting to note that the 
pastors were just as eager as the 
hospital to help solve the problem 
and they offered their complete 
cooperation to extend their minis- 
tries to hospitalized patients. 

There are certain critical occa- 
sions when a patient and his fam- 
ily have the most acute need for 
assurance from their pastor: 

1. When accident strikes a mem- 
ber of the family and he is brought 
to the emergency room badly in- 
jured; 

2. When a patient and his fam- 
ily are first confronted with the 
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acceptance of a serious diagnosis; 

3. When a patient is admitted 
for a serious surgical procedure; 

4. When a patient learns that he 
must face life with the handicap 
of blindness, amputation of a limb 
or other physical handicap; 

5. When a patient 
loneliness of a long convalescence: 

6. When death confronts a pa- 
tient and his family 

The following national organ- 


faces the 


izations have given much atten- 
tion to this problem and were con- 
tacted for resource material: 

The American Protestant Hos- 
pital Association, with headquar- 
ters at Protestant Deaconess Ho 
pital, Evansville, Indiana; 

The National Council of the 
Churches of Christ, 297 Fourth 
Avenue, New York, N.Y.:; 

The Institute of Pastoral Care, 
Massachusetts General Hospital, 
Boston 14, Massachusetts; 

The Federation of Churches of 
Christ, 50 Howard St., Albany, 
N.Y: 

The Michigan Society for Pas- 
toral Care, University Hospital, 
Ann Arbor, Michigan; 

The Council for Clinical Train- 
ing, 2 East 103rd St., New York 
29, N.Y 


RELIGIOUS SURVEY 


The hospital also conducted a 
survey of the religious affiliation 
of a sample group of 1,000 patients 
as they were admitted to the hos- 
pital. The 50 per cent of the pa- 
tients who responded to the survey 
revealed that 72% Prot- 
estant, 23% were Roman Catholic, 


were 


2% were Jewish, 1% were mem- 
stated 
no religion. The hospital’s patient 


bers of other faiths, and 2% 


represented a cross-section of the 
community’s religious organiza- 
tions and closely correlated with 
the size of the various religiou: 
groups in the community 

A meeting of the representa- 
tives of the three faiths was called 
at which the results of the survey 
were presented and methods of 
integrating the religious leader 
of the community into the hos- 
pital’s proposed program were dis- 
cussed in further detail. It became 
apparent that the hospital would 
have to take the initiative in the 
formation of any 
which all faiths would participate 
This the hospital did by the offi- 


program in 


cial appointment of a representa- 
tive of each faith to an Interfaith 
Advisory Committee. The commit- 
tee consists of a Protestant minis- 
ter, the president of the Protestant 
Ministerial Association of Berke- 
ley; a Roman Catholic pastor; a 
Jewish rabbi; and the hospital ad- 
ministrator. This committee now 
meets regularly, and at times va- 
rious departments heads and other 


hospital personnel meet with it to 


discuss specific areas of interest 
The first public announcement 
of the new committee was made 
during National Hospital Week, 
when the attention of the commu- 
nity was particularly focused on 
the hospital. The announcement 
was made at the hospital’s annual 
dinner on May 12th, at which 
members of the committee par- 
ticipated in the program. One 
member gave the invocation, an- 
other member delivered the main 
address of the evening entitled, 
“Our Healing Ministry,” and the 
third member asked the benedic- 
tion. This dinner meeting served 
to introduce the hospital’s new 
program to the community at large 
through the press and also to the 
medical staff, hospital personnel, 
guild members and other groups 
who were in attendance. The main 
address was broadcast to the com- 
munity on the local radio station 
One of the first concerns of the 
Interfaith Advisory Committee was 
the emergency department. Her- 
rick is the emergency hospital for 
four neighboring communities and 
1,000 


Here was an area 


receives ovel emergency 
cases a month 
in which the committee felt there 
was a need for a definite, organized 
program of spiritual guidance. The 
Catholic pastor reported that the 
local Catholic church alone re- 
ceived over 200 calls per month 
from the hospital and that the ma- 
these calls 
from the emergency department 
In codperation with local clergy- 
men, the committee worked out an 


“on call’ list for the emergency 


jority of originated 


department similar to that for 


physicians. Thus, when a request 
for a clergyman is made in the 
emergency department, there is a 
list of 
Protestant 


the Catholic and Jewish faiths who 


representatives of each 


denomination and of 


are available for this service 


For other than emergency pa- 
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tients tne committee has organ- 
ized a system of rounds. A priest, 
a rabbi and an average of 10 Prot- 
estant clergymen per week devote 
approximately two to three hours 
per day on rounds. Clergymen are 
provided with white ribbons with 
the word “Chaplain” on them to 
wear while making hospital 
rounds. To facilitate the rounds of 
the clergy, a list of the patients in 
the hospital belonging ‘io each 
faith or denomination is prepared 
each day. This is accomplished by 
having the admitting nurse ask at 
the time of admission the specific 
question “What is your home 
church?” instead of the general 
question “What is your religion?” 
as the previous custom had been. 
Volunteers from church women’s 
organizations then tabulate the re- 
plies to this question and prepare 
the list for the use of the clergy. 

This system has obvious advan- 
tages. Each clergyman knows 
which patients to visit and is as- 
sured that patients have not al- 
ready been discharged as so often 
happens in the case of systems 
utilizing post cards for notifying 
the clergy, and the clergyman is 
able to visit all patients of his de- 
nomination in one trip. In the past 
it had been found that clergymen 
at times made two and three trips 
to the hospital on certain days be- 
cause they were unaware that 
other patients belonging to their 
church were in the hospital while 
they were there. To prepare pa- 
tients for visitation by members 
of the clergy, an explanation of 
the hospital’s spiritual care pro- 
gram has been incorporated into 
the patients’ handbook. 

No patient has yet refused to 
see a clergyman. The pastor first 
checks through the charge nurse 
who indicates those patients whom 
she believes may be too ill or are 
temporarily incapable of respond- 
ing to spiritual therapy. The pas- 
tor, however, uses his own dis- 
cretion in these instances and 
adheres strictly to the ministerial 
policy of never intruding upon a 
patient’s desires. 

The committee has also drawn 
attention to the need for the con- 
struction of an interfaith chapel 
off the lobby of the hospital and 
has embraced this objective in 
connection with the _ hospital’s 
projected plans for future expan- 
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sion. Such a chapel would be used 
by all three faiths and the Inter- 
faith Advisory Committee has dis- 
cussed the advantages of a three- 
sectional revolving altar (Catho- 
lic, Jewish and Protestant) such 
as is used in the chapel at the U.S. 
Naval Hospital in San Diego. 

By initiating the program on an 
interfaith basis all religious groups 
in the community have an inter- 
est in the program and participate 
in it jointly. The hospital itself 
thus acts as a liaison between the 
various churches and their respec- 
tive leaders. The interfaith basis 
for the program is similar to the 
teams of priest, rabbi and minister 
who served so well in the Armed 
Forces during the war years. 


BENEFITS OF PROGRAM 


Most noteworthy from the hos- 
pital’s point of view has been not 
only the interest that various 
church groups in the community 
have taken in this program for 
spiritual care, but the increased 
interest they have developed in 
the entire hospital. It has drawn 
to the hospital a large segment of 
the community, a segment that 
now lends a more sympathetic ear 
to the hospital’s story and is more 
willing to aid and support the hos- 
pital in its endeavors. From the 
organized religious groups, the 
hospital auxiliary has enlisted 
many volunteers who now serve 
the hospital in many capacities. 
Clergymen are community leaders 
and as such are potent molders of 
public opinion and are in a posi- 
tion to help interpret the hospital 
to the community. 

By organizing the program in 
cooperation with the religious 
groups in the community two im- 
portant advantages are gained. 
First, the patient is familiar with 
the existing religious organizations 
and accepts as a matter of course 
a visit from a clergyman he al- 
ready knows. This greatly facili- 
tates the rapport which is so nec- 
essary between patient and clergy- 
man. Second, the clergyman and 
the hospital personnel have be- 
come better acquainted and ap- 
preciate each other’s problems and 
areas of endeavor, as they have 
both assumed their responsibility 
for the spiritual aspect of patient 
care. The clergymen have come to 
understand the functions, routines 


and complexities of the hospital 
and have offered valuable aid and 
suggestions to the hospital. The 
hospital, on its part, has come to 
grasp the potential power and re- 
sources of religion and the part it 
plays in patient care. 

As the program has become es- 
tablished and a functioning part 
of the hospital, a new opportunity 
to serve has presented itself to the 
hospital. Herrick Memorial Hos- 
pital is located in Berkeley, Cali- 
fornia, in the shadow of a great 
university which has helped make 
this area an outstanding center of 
education. Besides the University 
of California, seven Protestant 
seminaries and one Catholic semi- 
nary are located within a short 
distance of the hospital. Several of 
these schools of religion have evi- 
denced an interest in clinical pas- 
toral training for their students at 
the hospital. This plan requires 
that the students serve as intern 
chaplains at the hospital and re- 
ceive clinical experience in the 
spiritual aspect of patient care 


under the supervision of the aca- 
demic staff of the seminaries. The 
students rotate in the hospital in 
the afternoons and on week-ends. 


A program of this type enables 
the hospital to aid in the training 
of future clergymen by giving 
them a better understanding of the 
workings of the hospital and a bet- 
ter interpretation of the hospital’s 
problems. By virtue of the hospital 
experience gained by the seminary 
students, they will be better able 
to render spiritual care to hos- 
pitalized patients as part of their 
pastoral duties. 

The student training program in 
cooperation with the seminaries 
further strengthens the relation- 
ship of the hospital and the re- 
ligious organizations of the com- 
munity. This has done much to 
bring better understanding be- 
tween hospital and clergymen. 
The program has already brought 
many benefits to each, but the 
most important contribution of the 
program has been the uniting of 
the clergy with the hospital in its 
function of caring for the patient 
—the whole patient—to the end 
that all members of the commu- 
nity will receive the best and most 
complete patient care, including 
well-integrated ministrations to 
body, mind and spirit. . 
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QO, LORD, in my important task | need Thy 
guiding hand. Give me the qualities, I ask, 
to care; to understand; to do the many things 
each day which rise in this, my calling, in 
which, with Thy great help | may avoid mis 
takes befalling. 

HELP ME make this, my plac e ol work, a 
happy one—a glad one. May I avoid the perils 
that lurk that could make it a sad one Help 
me to earn respect ol those who, with me, form 
the team in this vocation we all chose with 
“AIL for one” our theme; that “one’’— our 
patient — child of Thine, whose health and 
hopes have faded. Help us our eHorts to com 


bine so that he may be aided. And may | al 


ways understand his loved ones’ apprehen 
sion: and vive them, too, a helping hand to 
ease their mental tension 


FILL ALL men’s hearts with charity. May it 


he kept alive so that, with regularity they 


give and we survive 

BLESS doctors, nurses and each one who 
works with daily zest within our walls. When 
work is done grant them their well earned rest 
MAY THOSE with fears and those in pain 
who toss in our white beds take heart and 
rapidly regain their hopes and health instead 
WITHOUT Thy help our work is naught— 
our efforts all in vain. Help us to do the things 


we ought, Chy mission to attain Amen 


—John H. Hayes 



















the place of 







medical social service 









in the hospital 


JOHN B. YOUMANS, M.D. 


EDICAL SOCIAL SERVICE is the 
M use of specialized applied 
sociology in the care of patients 
and in the prevention, diagnosis 
and treatment of disease. It is a 
professional aid which can be used 
by the medical staff to increase 
their services to the patient in the 
same way that they use other help, 
such as nursing and dietetics. By 
using medical social service, the 
doctor adds to his knowledge of 
the social, psychological, environ- 
mental, emotional and economic 
factors affecting his patient and 
his disease, often securing valu- 
able data not otherwise known to 
the doctor. The doctor uses this 
knowledge to aid in diagnosis and 
treatment, to hasten recovery and 
prevent relapse or recurrence. It is 
applicable to both somatic and 
mental disease. By thus adding to 
the effectiveness and efficiency of 
the doctor, social service adds to 
the effectiveness and excellence of 
the hospital’s performance. 

Although formal medical social 
service has been established in 
hospitals for half a century, there 
still exists a considerable lack of 
understanding, and some misun- 
derstanding, of the purposes, uses 
and importance of medical social 
service on the part of medical 
staffs, the administration and trus- 
tees of hospitals. The reasons for 

Dr. Youmans is dean of the Vanderbilt 


University School of Medicine, Nashville, 
Tenn, 
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this as far as the doctor is con- 
cerned are fairly clear. The subject 
matter of the social sciences is less 
concrete and developed than t'e 
subjects with which he ordinarily 
deals. Accustomed traditionally to 
perform informally much of the 
function of social service himself 
and failing to allow fully for the 
greatly-altered conditions of mod- 
ern practice, he may have difficulty 
in visualizing the real place of so- 
cial service in his practice. Changes 
in society, growing urbanization 
and mechanization, and the in- 
creasing custom of giving medical 
care in hospitals and clinics have 
led to an increasing lack of inti- 
mate knowledge of his patient's 
personal and social life to a degree 
which he may not appreciate. 

This attitude is heightened by 
the tremendous advances in the 
science of medicine which tend to 
obscure, in the eyes of one whose 
interest is centered on disease, the 
other aspects of illness. The use of 
social service seeks to help correct 
the imbalance resulting from the 
emphasis placed on the science of 
medicine without losing the value 
of the latter, and to neutralize the 
mechanizing and depersonalizing 
forces that endanger modern med- 
ical practice. 

Not all of the blame for this 
lack of understanding can be laid 
at the door of the doctor. Social 
service has been in general use 





for only some 50 years. The num- 
ber of workers is still small. Even 
some major teaching hospitals have 
none or only very small depart- 
ments and staffs. Many medical 
social workers in hospitals are as- 
signed or employed on_ special 
projects, in special clinics or serv- 
ices or in nonclinical positions 
where they have little contact with 
the general staff. This is of par- 
ticular importance because it is 
only in using them day-by-day in 
practical clinical work with actual 
patients that the attending staff is 
able to learn and appreciate medi- 
cal social service. 


ADVANTAGE NOT OBVIOUS 


The advantage and value of 
social service to the hospital are 
not always apparent to hospital 
administrators and trustees. The 
value of social service is found in 
the improved quality of medical 
care which is secured when the 
service is adequate and used prop- 
erly. Unfortunately, while very 
real, this value may be difficult of 
assessment by the administrator 
who must justify its not incon- 
siderable cost. Some of the value 
is imponderable, such as the life 
which may be saved because the 
-called in by 
au busy, over-worked doctor—has 
helped the patient to accept an 
operation feared and dreaded be- 


social service worker 


cause of ignorance, superstition or 
fear of mutilation. Some of it can 
be measured (though it rarely is) 
by determining days of hospital- 
ization saved by arranging for dis- 
charge, by preventing recurrences 
of disease through arranging 
proper environmental settings, by 
securing acceptance and compli- 
ance with therapeutic procedures. 
Most of it can be demonstrated 
only by an analysis of the case 
records, which reveal the influence 
of case work. 

With this lack of more concrete 
and monetary evidence of the 
value of social service and without 
the wholehearted support of the 
medical staff who may be confused 
and uncertain as to its place, social 
service workers may sometimes be 
employed in positions which appear 
to yield real, tangible and worth- 
while results, but which are actu- 
ally not related to their true pur- 
pose. Doctors and hospital admin- 
istrators have recognized the value 
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and usefulness of medical social 
workers in meeting deficiencies and 
inadequacies in the hospital’s op- 
eration resulting from insufficient 
or incompetent personnel, inade- 
quate administration, poor patient 
management or incoodrdination of 
services. Social service may be 
used to handle “troublesome prob- 
lems” which are not susceptible 
to other existing or available serv- 
ices; for example, social workers 
may be employed in admitting and 
credit offices to personnel 
deficiencies in these functions. 

It is not that social service work- 
ers may not make good, even su- 


meet 


perior persons in such positions. 
They often do. So, often, do nurses. 
But, medical social workers per- 
form well in those fields because 
of knowledge and skills they have 
gained from their education and 
training as social workers in their 
own field and not because those 
duties are properly those of pro- 
fessional social service. A doctor 
may be a superior admitting officer 
because of his knowledge of med- 
icine, but that is not his principal 
worth or value—or ordinarily the 
most effective use of his time. 


CLIMATE OF MISUNDERSTANDING 


From the other side, the medical 
social worker is greatly affected 
by the situation in which she finds 
herself in the hospital. Lack of 
understanding and attitudes to- 
ward the medical social worker on 
the part of doctors and adminis- 
trators influence the nature and 
quality of her work, which may be 
limited by those factors. The pro- 
fessional setting in which the so- 
cial worker practices is complex. 
She frequently is subjected to 
tensions and frustrations resulting 
from the criticisms and misunder- 
standing of the medical staff and 
the administration on the one hand, 
and the needs of frightened and 
confused patients who look to her 
on the other. 

Finally, the terms social service 
and social worker are somewhat 
suspect in the minds of many doc- 
tors who for the most part are in- 
dividualists and conservative. The 
doctor fails to disassociate the ele- 
ments of sociology and _ social 
service—which he distrusts—from 
the medical social worker whose 
interest and concern, by-and-large, 
are as much centered in the in- 
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dividual patient as are his own 

The doctor fails to realize—what 
that the medical 
social worker must understand and 
have knowledge of the philosophy, 
concepts and practices of sociology, 
from 


he must realize 


which are the discipline 
which she derives her 
knowledge and education precisely 


as he draws his from anatomy and 


general 


biochemistry and from the medi- 
cal sciences. To this, the medical 
social worker adds special train- 
ing and becomes a part of health 
and medical services while she re- 
tains her identification with soci- 
ology. So the doctor adds the clini- 
cal training of medicine while 
remaining, in small part at least, 
an anatomist or a biochemist. 


GROWTH OF SOCIAL SERVICE 


The social and community func- 
tions of hospitals have been ex- 
panding rapidly in recent year: 
This has 
need for medical social 
and their role in the hospital. As 
hospitals meet their social respon- 
thei 
patients in terms of modern medi- 


influenced greatly the 


workers 


sibilities and the needs of 


cal practice, the medical social 


worker of necessity deals more 
with the problems of the individual 
patient in his adjustment to his 
total physical, social and cultural 
environment. The worker deal 
with the 


works also with members of his 


not only patient but 
family and with community agen- 
cies in order to assist the patient 
with the social and emotional 
problems which illness and medi- 
cal care create for him and hi 
family. Broadening and changing 
concepts of medical care demand 
more and better social work of 
this type. 

At the same time that medical 
social work has responded to thi: 
need, some members of the medi- 
cal profession and of hospital ad- 
ministration have been left con- 
want or! 


fused about what they 


should expect from medical social 
work. Medical 


turn, are confused when some doc- 


ocial workers, in 


tors want a high quality of profes- 
sional social service, while other 
want merely an extra pair of hand 
or legs; while one administrator 
assigns social workers to assist the 
medical staff and another use 
them as a superior admitting clerk 
Doctors and hospital administra- 


tors alike need to become more 
cognizant of the specific profes- 
sional services that the medical 
social work member of the medical 
team can give. On the other hand, 
it is the duty of the medical social 
worker to enable the doctor and 
administrator to see medical social 
work in the light. Unfor- 


tunately in their effort to secure 


propel 


acceptance, medical social workers 


have sometimes failed to obtain 
this understanding and have al- 
lowed social service to be diverted 
improperly. This ha 


misled the doctor and 


and used 
naturally 
hospital administrator, who con- 
firmed in their own suspicion that 
the medical social workers them- 
elves are confused, have accepted 
a less than competent and profe 

sionally-adequate program. The 
damage has been increased at time 
by persons calling themselves so- 
cial workers who have undertaken 


to develop medical social service 


in hospitals without knowing what 
they were doing, leading physi 
cians and administrators to believe 
such service adequate when it wa 
not 

Well-qualified medical 


time to 


ocial 
have failed at 
sufficiently the view- 


worker 
consider 
points and problems of physician 
and administrators and failed to 
Medical 


have on occasion 


work closely with them 


ocial workers 
et up standards and 
without making al- 


lowances for the attitudes and lack 


program 


prematurely 


of information and understanding 
on the part of doctors and admin 
trators. Social workers have been 
impatient sometimes of limitation 
and have asked for participation 
in team practice without accepting 
fully enough the principal of mu 
tual interdependence. In their con- 
viction of the need and importance 
of their functions they have failed 
to realize that medicine and medi 
cal practice, particularly in mod 
ern terms, is an exceedingly com 
plex and involved matter in which 
only the doctor can view the whole 
properly (even though he does not 
always do so) and employ all of 
the elements of medical care each 
to its best advantage and to the 
best advantage of the whol 
Medical 


hospital i 


ocial ervice in the 
then, a_ professional 
ervice for the use of the docto! 


(Continued on page 150) 











a volunteer service 


YPEAKING ON PLANNING and di- 
h ) recting a volunteer’ service 
program is quite difficult because 
the subject is so broad and the re- 
quirements, volunteer-wise, of each 
hospital vary greatly. I wish it 
were possible to state that all hos- 
pitals should have such a program 
and that it should be organized in 
a certain way. 

There are many things, however, 
to be taken into consideration; and 

Mrs. Borkstrom is director of volun- 
teers at the 597-bed University of Chicago 
Clinics, Chicago, Ul. This paper is modi- 
fied from the author's address to the sev- 
enth annual Hospital Auxiliaries Confer- 
ence, staged in conjunction with the an- 


nual American Hospital Association in 
Chicago last September 
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planning and developing 


ELIZABETH BORKSTROM 


I hope that by discussing some of 
the basic principles, you will be 
assisted in your thinking as to 
whether or not a service volunteer 
program will be beneficial to your 
hospital. 

The major requirements for a 
successful volunteer program are 
as follows: 

1. A definite need, which can be 
filled by volunteers. 

The acceptance of such a 

program by the administra- 

tion and staff. 

3. An assurance that sufficient 
recruits can be obtained as 
needed. 


ts 


LEFT: BLOOD bank is one of the 
many hospital departments where 
volunteers can perform useful 
services. BELOW: VOLUNTEERS 
can serve in the x-ray therapy 
department in various capacities. 


So 


4. An assurance that funds will 
be available to maintain the 
project. 

5. Someone or some group to be 
responsible for the direction 
of the program. 

We can clarify these by discuss- 

ing each point in detail. 

@ Need and Acceptance: The 
hospital is, then, a_ professional 
why it wants volunteers. If the an- 
swer is not clear-cut, then the hos- 
pital is not ready and should wait 
until the administrator and staff 
sincerely believe that the volun- 
teers will bring specific and unique 

(Continued on page 77) 








“BELL-HOP” volunteer an 
swers questions and continues 
orientation process as she es- 
corts incoming patient to the 
nursing division via elevator. 


volunteers give the ‘human touch’ 


in admitting 


JAY W. COLLINS 


OST HOSPITALS HAVE known 

for many years that the im- 
pressions which patients develop 
when undergoing the admitting 
process are significant both to the 
patient and the hospital. 

We know of the apprehensive 
patient who nervously fingers her 
handkerchief and wets her lips as 
she takes the first step in entrust- 
ing her life or health to an institu- 
tion about which she knows only 
what she has heard—and seen up 
to that moment. 

We know of the patient who is 
not put at ease by the admitting 
process and who becomes a burden 


Mr. Collins is executive director of the 
= Euclid-Glenville Hospital, Euclid, 
io. 
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for the floor nurses, because her 
negative attitude is expressed in 
unreasonable demands and in cut- 
ting remarks during her period of 
stay. And we know how patients 
of this type can adversly affect 
the attitude of not only their fam- 
ily and friends, but also the per- 
sonnel who serve them. Certainly 
the bulk of our employees wish to 
have a pride in their institution 
psychological “identification.’’ Con- 
tacts with unpleasant patients tend 
to diminish employees’ morale and 
can cause them to be less consider- 
ate to other patients and co- 
workers. 

The general problem described, 
plus its ramifications, has been the 
subject of many papers at hospital 


meetings. Hospitals have installed 
warmly-decorated admitting suites 
and sought to train the admitting 
personnel to think in terms of hu- 
manizing each admitting contact 

But there is always one stum- 
block 
cordial the interview may be, the 


bling Regardless of how 
admitting process must be a per- 
onal question and answer session, 
and such commercial matters as 
the possession of hospital insurance 
must be mentioned. It is important 
to counteract this and other factors 
that might make patients feel that 
we are primarily a “business” o1 
an “institution,” rather than a 
place primarily dedicated to im- 
proving their health 

We think we have found one 
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effective way to supplement good 
admitting technique, and make 
every patient feel a personal 
warmth in our hospital right from 
the beginning. 

Several days prior to coming to 
the hospital for a scheduled admis- 
sion, the patient receives a phone 
call from an admitting officer which 
not only confirms her admission 
appointment, but also indicates in 
a friendly way that “we look for- 
ward to being of service to you, 
and are sure you will have a pleas- 
ant experience in your hospital.” 

When the patient appears at our 
front door, she is greeted by our 
admitting office volunteer, or if the 
latter is otherwise engaged, the 
greeting is done by the information 
desk volunteer, The patient—may 
we call her Mrs. Baldwin? — is 
escorted to the admitting office, 
which is adjacent to the lobby. If 
another patient is in the process 
of being admitted, Mrs. Baldwin 
is seated and informed exactly how 
long it will be before she is intro- 
duced to the admitting officer. This 
time is determined when the vol- 
unteer informs the admitting offi- 
cer of Mrs, Baldwin’s presence. 

The admitting process, per- 
formed in an unoffice-like office, 
is brief and friendly, and it is 


not described here because the 
purpose of this article is to tell 
what happens after the interview. 
At this point, our “bell-hop”’ vol- 


unteer then takes over. 


VOLUNTEER'S DUTIES 


After introductions, the volun- 
teer picks up Mrs. Baldwin’s bag 
or suitcase and escorts her to the 
nearby laboratory where routine 
tests are performed. It is explained 
to her at this point how important 
these tests are, and that our pro- 
cedure helps prevent increases in 
the cost of care by saving travel 
time of technicians 

Ater a few minutes in the lab- 
oratory, Mrs. Baldwin is taken 
next door to the x-ray department, 
and meanwhile, she is told that the 
hospital is going to take a free 
miniature chest x-ray as a com- 
munity picture Is 
taken with a minimum of delay, 
while the volunteer makes out the 
necessary forms and chats with 
the patient who has, by this time, 
usually forgotten her apprehen- 
sions, for she has been cordially 


service. The 
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treated by three hospital depart- 
ments and escorted by a new- 
found friend. Up to bed she goes. 

While chatting during the ele- 
vator ride to the nursing unit, 
many questions are answered by 
the volunteer. There is also an op- 
portunity to tell Mrs. Baldwin 
about the type and the pleasant- 
ness of the division to which she is 
going, how nice the nurses are, and 
to make remarks about the volun- 
teers’ own pride in this hospital, 
thus aiding in the development of 
a positive attitude in the patient. 

She is introduced to and wel- 
comed by the head nurse, who in 
turn introduces her to the nurse in 
charge of the nursing team that 
will attend her. 

Upon being ushered by the vol- 
unteer to her room, Mrs. Baldwin 
is introduced to other patients in 
the room, and then is given an 
explanation of the contents of the 
room, First, she is shown the 
clothes locker which she is to use, 
and the clothes-list procedure is 
explained. She is told which draw- 
ers and shelves are for her use in 
the other built-in cabinet. 


EQUIPMENT POINTED OUT 


The volunteer points out the 
toilet facilities, and for those pa- 
tients not having a private toilet, 
she shows them the location of the 
nearest one. 

Features of the bed are then 
demonstrated and explained, in- 
cluding the reason for a firm mat- 
tress and for the adjustable springs. 
The advantages and method of 
using the bed-step and the use and 
purpose of the combination read- 
ing and examination light are ex- 
plained. The wall-mounted light is 
also pointed out. 

Of paramount importance is the 
necessity of having the patient 
understand the use of the oral 
intercommunication system to the 
nurses’ station, This explanation 
banishes many traditional 
and helps to counteract the too- 
frequently published cartoons de- 
picting nurse failure to respond to 
patient signals for assistance. 

The presence of piped oxygen 
is pointed out, as is the built-in 
radio and television system. Use of 
the telephone is briefly explained 
mentioning the small charge made 
for this service. The volunteer ex- 
plains that our telephone lines are 


fears 


badly overburdened between the 
hours of 11 a.m. and 3 p.m., and 
the service to the patient rooms is 
accordingly somewhat strained. At 
present we are awaiting the instal- 
lation of a second switchboard. 

The volunteer then proceeds to 
show the uses of the overbed 
table and bedside stand. She tells 
of the availability of beauty and 
barber service, and explains how 
the patient may obtain such serv- 
ices. A similar explanation is made 
regarding the daily availability of 
chaplain service. The existence of 
a gift shop for Mrs. Baldwin’s com- 
fort needs is mentioned, and she is 
told that a cart from the gift shop 
will visit her daily with reading 
matter, writing supplies, toilet ar- 
ticles and gifts. 

A few words are said about the 
visit she will have from the intern, 
and after describing our visiting 
regulations and offering to perform 
any personal services, the “bell- 
hop” volunteer says goodbye to our 
well-oriented guest. 

Does the above sound like a 
lengthy procedure? Actually it is 
not, seldom requiring more than 
15 minutes. We use only nine vol- 
unteers for this service—one for 
each day of the week and two for 
replacements for illnesses and va- 
cations. Each works from 12:30 
p.m. to 5 p.m. During this period, 
she renders her service to an aver- 
age of 12 patients scheduled for 
admission at 15-minute intervals. 


VOLUNTEER TRAINING 

Volunteers are trained to fulfill 
the “bell-hop’’’ function through 
demonstrations and tours of the 
hospital. For purposes of further 
instruction as well as to overcome 
any feelings of uneasiness that the 
new volunteer may have about her 
new duties, she is accompanied by 
a regular volunteer on her first 
three trips with a patient. Imme- 
diately following her first individ- 
ual performance of the duties, the 
volunteer has a follow-up inter- 
view during which she can seek 
additional advice about any phase 
of the admitting process or she can 
get answers to patient questions 
that she could not satisfactorily 
answer. The orientation of the 
volunteers and supervision of the 
“bell-hop” program is under the 
hospital’s director of volunteers as 
are all of the other volunteer proj- 
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ects functioning in the hospital. 

Obviously, maternity and emer- 
gency patients cannot be processed 
in this way, but we have other 
procedures utilizing volunteers to 
provide these patients with a sim- 
ilar “human touch.” Two volun- 
teers a day serve through the week 
in this program, centering their 
attention on little things they can 
do for the patients and their fam- 
ilies. These admitting volunteers 
also maintain a record of emer- 
gency patients and other patients 
who are admitted without a mini- 
ature chest x-ray, and arrange to 
provide them with this service 
sometime during their stay. 

Patients who are admitted for 
special reasons at irregular hours 
do not receive this volunteer at- 
tention, but our employees attempt 
to duplicate its niceties. 

The described admitting proce- 
dure supplements but does not re- 
move the need for a booklet for 
patients. Nor does a booklet re- 
move the need for personal orien- 
tation. Both serve good purposes. 

We find that patient reaction to 
this personalized service is very 
enthusiastic. They are grateful for 
the attention during the admission 
process and their gratitude is gen- 
erally reflected in their atti- 
tude toward the hospital and its 
employees while the patients are 
here and after they leave. Our 
personnel like the procedure be- 
cause it “pre-conditions” their pa- 
tients resulting in easier relations, 
fewer questions to be answered, 
and more time available for per- 
forming their more-significant 
duties on behalf of the patients’ 
physical health. 

I like it not only because it is 
one of those rare things that man- 
ages to please and help everyone, 
but because it puts back into hos- 
pital service an element of personal 
consideration to replace some 
which we have lost in our inevi- 
table transition into “big business,” 
with its emphasis on efficiency and 
a resulting impersonality. bad 


Planning and developing a 
volunteer service 


(Continued from page 74) 


benefit to the hospital and its pa- 
tients. 
@ Recruiting: Having a volunteer 


DECEMBER 1954, VOL. 28 


service is rather expensive—espe- 
cially when one figures the cost of 
the time devoted to it by the hos- 
pital staff—and unless an institu- 
tion is able to maintain a stable 
program, it is far better to use 
those funds for some other project. 
Integrating 
hospital places quite a burden on 
the staff, but the effort is well 
worth while, if this supplementary 
help has continuity and stability 
All possible sources of recruitment 
must be explored carefully. The 
area in which your hospital is lo- 


volunteers into the 


cated must be taken into consider- 
ation and also the extent of citizen 
participation in such community 
activities as churches, Red Cross, 
youth agencies, civil defense, hos- 
pital auxiliary projects, etc. 

@ Funds: Financing the program 
can be done entirely by the hos- 
pital, entirely by an auxiliary that 
sponsors the program, or the 
groups can share in the expense. 
The program should always be a 
hospital budget item, however, and 
the auxiliary, which participates, 
should give their support to the 
hospital as a contribution in sup- 
port of the budget, rather than 
paying salaries and expenses from 
their own accounts. All expendi- 
tures must be made from it, after 
prior approval of the administrator 

@ Supervision of the Program: In a 
large hospital, a fulltime voluntee 
director is usually employed. Her 
duties are to interview and assign 
all volunteers; keep records re- 
garding each volunteer and all ac- 
tivities of the department; write 
publicity; meet with various groups 
to stimulate interest in serving the 
hospital; maintain high standards 
of service; and plan assignments. 
She also is responsible for the ori- 
entation program, which should be 
in operation at all times and which 
should include an explanation of 
the aims and objectives of the hos- 
pital and its functions in the com- 
munity; a discussion of the hospi- 
tal’s policies and regulations, with 
special emphasis on what the vol- 
unteer should know to carry out 
her assignment; a tour of the hos- 
pital and introduction to other vol- 
unteers and staff members 

In a small hospital or one that 
is Just starting a program, a staff 
member who will be able to devote 
sufficient time to this specific re- 


sponsibility can be assigned. This 


person should work very closely 
with the auxiliary and her duties 
would be to plan all volunteer ac- 
tivities within the hospital, inter- 
view and place all applicants, and 
arrange for the training to be 
given. The auxiliary could be re- 
sponsible for planning publicity, 
recruiting, orienting volunteers to 
the hospital and assuming the re- 
sponsibility of all clerical work 
involved 

Another possibility is to have an 
auxiliary member as the director 
of volunteers and appoint commit- 
tees from the auxiliary to work 
with her. This volunteer director 
would have the same responsibili- 
ties as the staff person previously 
mentioned and the committees 
would assist with all other neces- 
sary duties. 

But no matter which system is 
used, one person should be respon- 
sible for the screening, placement, 
training and contact with depart- 
ments. This person should be ap- 
proved by the administrator before 
assuming these duties, and should 
be responsible to him 


EXTENSIVE PLANNING 


Most auxiliaries are amazed at 
the great amount of organization 
required to assure a good program 
and often think, perhaps, that we 
who speak on the subject are being 
much too technical about it. Over a 
period of years, hospitals have 
learned a great deal about volun- 
teer programs, and the principles 
that have been evolved are a re- 
sult of Volunteer 
ervice programs have been in ex- 


istence for many years; and there 


much study. 


is no longer any reason for using 
the trial and error method, when 
it is possible to plan properly 
Without good organization, volun- 
teers are often a source of irrita- 
tion to the regular personnel. This 
must be avoided at all cost 

In speaking to auxiliary groups, 
I have often run into this situa- 
tion. They have a group of women 
who are anxious to assist the hos- 
pital, but their training and inter- 
ests are quite varied. They indicate 
that the hospital is very lax in not 
accepting these women and finding 
thei: 


qualifications. This i 


assignments that will suit 
individual 
itterly impossible. Any group that 
wishes to serve must be willing to 


accept the necessary training and 
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adapt itself to the requirements of 
the hospital. 

Successful volunteer programs 
serve the hospital in two ways. 
First, volunteers put to effective 
use alleviate the hospital’s prob- 
lem of personnel shortage; and 
also, through the additional serv- 
ices provided, a better level of pa- 
tient care can be attained. Sec- 
ondly, service volunteers, through 
their work in the various depart- 
ments, become acutely aware of 
the hospital’s essentiality to the 
community. Thus volunteer serv- 
ice, by its very nature, results in 
recognition and _ under- 
the hospital’s 
become a 


public 
standing of 
lems; and volunteers 
constant reminder that the hospi- 
tal belongs not to itself but to the 
whole community. The idea is to 
serv- 


prob- 


have volunteers as a “plus” 
ice only and never as substitutes 
for professional personnel. During 
times of shortage of skilled work- 
ers or limited budgets, however, 
they fill an entirely different role. 


VOLUNTEERS WELCOMED 


At some time or another, you 
will probably hear that employees 
resent volunteers, but this is no 
longer true. Back in the 30’s, when 
many programs were first started, 
jobs were scarce and many em- 
ployees were afraid of being sup- 
planted by these aides. For many 
years now, jobs have been more 
than plentiful, and volunteers are 
resented only if they are not reli- 
able or if they cannot or do not 
perform the tasks to which they 
are assigned. 

Once it has been decided that a 
volunteer program will be benefi- 
cial, a conference should be held 
with all department heads to dis- 
cuss the advantages of such a serv- 
ice and to explain its functions, 
aims and personnel in detail. It is 
suggested that all departments be 
included, because even though 
some will not be using volunteers, 
they will have contact with the 
service and should understand it. 

After this conference, the de- 
partments that have indicated an 
interest in using volunteers should 
be contacted and a careful analysis 
made of what jobs or parts of jobs 
can be performed by them. Then 
detailed job descriptions should be 
prepared, which include: specific 
duties; physical demands and de- 
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sired qualifications; days and hours 
involved; type of training and su- 
pervision to be given. It is better to 
concentrate on a small area and 
do a good job, rather than prom- 
ising help to everyone and not see- 
ing it through. 

The tasks that can be performed 
by volunteers are innumerable and 
will vary according to the size and 
requirements of each hospital. Vol- 
unteers should be assigned where 
they are really needed and will be 
kept busy, and their duties should 
be limited to the scope of thei 
training for the safety of the pa- 
tient and protection of the volun- 
teer. The personnel in the depart- 
ment to which volunteers are 
assigned should be carefully in- 
structed as to what the volunteer 
can and may do, and written in- 
structions should be provided vol- 
unteers wherever possible. Peri- 
odic individual or group confer- 
ences and advanced training ses- 
sions must be arranged, and a 
frequent check should be made to 
see that each volunteer is properly 
assigned. It is most necessary that 
she be happy in the work she is 
doing and that the department is 
satisfied with her efforts. 


RECOMMENDATIONS 


I am sure that you would like 
to hear some specific suggestions 
regarding a program that might be 
started without too much trouble. 
First of all, in order for you to at- 
tract and to be able to assign wo- 
men of all ages, you should have a 
variety of assignments. These could 
include station aides, patient’s 
library, shopper’s cart, gift shop, 
surgical dressings and a sewing 
group. 

Station Aides: Suggested duties 
for the station aides: put away 
supplies, take and transmit mes- 
sages, distribute mail, do errands, 
get charts and records, make un- 
occupied beds, escort visitors and 
act as receptionists during visiting 
hours. They can arrange and care 
for flowers, serve trays and feed 
patients, pass nourishments, re- 
cord liquids, transport patients, 
rule graphic charts and help take 
inventories. Each volunteer must 
be able to do all tasks in a given 
assignment so the staff will not 
have to remember “who can do 
what.” 

A member of the nursing staff 





could be appointed to interview, 
train and assign all applicants. The 
amount of time she devotes to this 
activity should be cut to a mini- 
mum, and this could be done by 
scheduling training sessions about 
five times each year. 

Assistant Librarians: Duties for 
volunteers who assist in the pa- 
tient’s library could be: keep the 
library open during most of the 
day so ambulatory patients can 
visit and pick out books they wish, 
take library cart to the divisions, 
read to patients and write letters. 
Since these aides and the shopper’s 
cart aides will be working directly 
with patients, they should be 
screened and interviewed by the 
staff member, but the auxiliary 
could appoint a committee for each 
service to handle the rest of the 
details. 

Shopper’s Cart Aides: The cart 
would have all sorts of items on it 
that a patient might need: bobby 
pins, hair nets, toothpaste and 
brushes, magazines, cigarettes, etc. 
If the required item is not on the 
cart but is stocked in the gift shop, 
the volunteer can take the order 
and bring it to the patient later. 

Other Services: For the other 
three services—gift shop, surgical 
dressings and the sewing group— 
the auxiliary could appoint a com- 
mittee for each. These volunteers 
would not be on the floors or have 
patient contact; and, therefore, it 
would not be necessary for them to 
be screened as carefully or to have 
the training that the other services 
require. Any of the volunteers who 
did not qualify for the station aide, 
library or cart work could be as- 
signed to one of these groups. 

In all of your planning, keep in 
mind that service volunteers be- 
come an integral part of the hospi- 
tal and they must be more than 
potential willing workers. They 
must, first of all, be carefully se- 
lected for the type of work they 
will be doing, and they must have 
good training in order to carry out 
their duties. Training courses 
should be held often enough to 
have replacements available so 
there will be no gap in the services. 
Assisting in a hospital, no matter 
whether it is in a clerical capacity 
or whether one is giving actual 
care to patients, is very serious 
business and should always be 
treated as such. a 
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on the new AHA program 


FRANK R. BRADLEY, M.D. 


S WAS TO BE expected, ques- 
A tions have been asked about 
various aspects of the expansion 
program voted by the Association’s 
House of Delegates in September. 

The questioners have been few 
in number but the points they 
raise are reasonable and deserve 
the best possible answers. They 
are similar to those voiced in the 
House before the vote was taken. 
However, only a fraction of ou 
membership hears the debates in 
the House: therefore, an attempt is 
made here to answer the major 
points for a larger 
through the medium of HOSPITALS. 


audience 


The House voted to approve a 
dues increase to make possible an 
expanded program of service to 
hospitals and a building to house 
this program and a center for hos- 
pital affairs. 

Before attempting to answer the 
questions, I would like to say that 
I believe wholeheartedly in this 
program made possible by the dues 
increase. I do not think it is too 
big. I do not think it is too small. 
I think it is just right for our hos- 
pitals and those they serve—the 
patients. 

The questions which follow were 
taken from various sources: bulle- 
tins to state associations, letters of 
complaint about the action, letters 


Dr. Bradley is president of the Amer- 
ican Hospital Association 
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supporting the vote but asking for 
more information. We have chosen 
those which seem to be most pe! 

plexing to certain of our members 
QY. Why was this proposal not given 
to us earlier so that we might have had 
opportunity to discuss it with our 
membership? 

A. The offer by Northwestern Uni- 
versity of the site for the new 
building and the plans that this 
offer made possible were brought 
to the attention of the Delegate 
as quickly as possible. Admittedly, 
this carne shortly before the House 
meeting, but the Trustees had con- 
sidered their recommendation seri- 
ously and at length and the infor- 
mation was broadcast as rapidly 
as possible thereafter. 

Q. The feeling exists that the project 
has been “railroaded” for the Dele- 
gates as well as for the general mem- 
bership of the American Hospital As- 
sociation, 

A. This is a serious charge and 
one, knowing the calibre of the 
Delegates to our House, not to be 
lightly. The 
seems to me, is in three part: 


made answer, it 
1. The need for new building ha 
been discussed for the past decad 
(both by the Board of Trustee 
and the House of Delegates). The 
pros and cons Kave been argued 
long and diligently with a general 
realization that at one day or an- 
other, the inevitable decision could 
no longer be postponed 


2. When the Association learned 
that the foundations with which 
we had been discussing the Insti 
tute of Hospital Affairs 
provide capital funds for a build 
realized that the Asso 


finally reached the 


would not 


ing, it wa 
ciation had 
“point of no return” in its affau 
The.need for an expanded program 
and the new building to house it 
had become so eritical that it eithet 
moved forward toward its goal o1 
turned backward 

3. The offer Northwestern 


University of one of the most de 


from 


irable pieces of property in all 
Chicago required, and deserved, 
immediate action 

These three 
basis on which the Delegates acted 


point were the 


following open and _ unrestricted 
debate 

QO. Why amortize the building in 10 
years? 

A. Actually, the amortization pe 

riod will be for about 25 year 

The cost of the building will be 
about $5,000,000. We do not have 
available, because of the limited 
resources of the Association, the 
customary one-third down pay 
We hope to be afkle to get 
third 


ment 
a loan with le than the 
but it is necessary for us to pro 
vide for an accelerated payment 
rate during the first ten years ol! 
the total amortization period. Th 
rest of the indebtedne will be 
paid over the full amortization 
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period. Actually, the accelerated 
payment rate for the first decade 
will permit us to put more of our 
money at a greater speed where it 


really belongs—into program. 


Y. We realize that the present Asso- 


ciation headquarters are outmoded 
and cramped, but do you need a 19, 


20, or 21 story building? 

A. The height of the building is 
dictated by the plot offered to us 
by Northwestern as it is not pos- 
ible to take full advantage of the 
value of this land in any other way 
but by a tall structure. This build- 
ing will 200,000 
square feet. The Association needs 
75,000 square feet for its 
own work with about 25,000 square 


provide about 


about 


feet more for expansion and for 
such research as contemplated in 
the Institute of Hospital Affairs. 
Thus, one-half of the building is 
to be used for present and contem- 
plated Three- 
eighths would be immediately al- 


Association needs 


located to the needs of the allied 


eleemosynary groups which will 
join us and pay for the space they 
use. There will also be room for 
of these 
nance-wise, the Association would 
shoulder one-half the total cost 


The other half would be 


expansion groups. Fi- 


financed 
through agreements with the or- 
ganizations sharing space with us. 
Thus, at the end of the total amor- 
tization period of, say 25 years, the 
Association would own the total 
structure, 


Q. Have you exhausted the possibility 
of financing the building other than 
through dues increase? 

A. I don’t think you could ever 
truly exhaust this possibility. But 
there comes a time when the possi- 
bility is so remote that it seems 
unwise to delay. Your officers and 
staff during the past several years 
have looked for foundation money 
to support a project such as the 
one on which we are now em- 
barked. We did it hopefully at 
first but gradually we realized that 
foundations were not interested in 
paying for a building, but would 
be interested in helping with pro- 
grams the building made possible. 
Q. Why not ask the hospital indus- 
tries to put up the money? 


A. The Association 
members that it is improper to 


advises its 
solicit funds from suppliers if such 
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solicitation is based on the fact 
that the hospital is a customer. 
Therefore, it would be improper 
for the Association to do the same 
thing. Furthermore, the bill would 
still be paid eventually by the hos- 
pitals of America. 
VY. Why do we need a seven and one 
half million dollar increase in pro- 
gram? 
A. If the question suggests a $72 
million annual increase in pro- 
gram, of course it does not apply 
in our case. When we put it on a 
ten-year basis, about $742 million 
more in revenue will accrue to the 
American Hospital Association be- 
cause of dues increase. Of this, 
$24% million will go to the new 
building. $1% million will go into 
the reserve fund and the remainder 
will go into an expanded program 
starting slowly at first but in- 
creasing in momentum. The total 
allotted to program in the first ten 
years will be $3% million, not 
$74 million. On an annual basis, 
ten years from now, $750,000 will 
be added to our program. This is 
obviously not a lavish expenditure 
for our increased program. 
Q. We can’t make use of all the serv- 
ices you give us now. Why give us any 
more? 
A. This is not a universal feeling, 
although it undoubtedly does exist 
in some instances. The answer lies, 
perhaps, in the Association’s in- 
ability, because of lack of resources 
and staff, to do a complete job of 
assisting members make full use 
of Association services. One of the 
aims of the expanded program is 
to provide further assistance so 
that all hospitals can benefit to the 
maximum from American Hospital 
Association services. This is a goal 
of our new program. 
Q. Why do we need a one and a half 
million dollar reserve? 
A. The customary reserve for any 
Association such as ours with an 
annual dues structure is one year’s 
operating expense. In ten years, 
the fund will be completed and 
then the reserve can be invested 
and the income used for the wel- 
fare of the membership. 
Q. When the dues increase becomes 
effective on January 1, how about 
those hospitals which operate on a 
rigid budget system and have no way 
of including the dues increase in their 
1955 budgets? 


A. The Board of Trustees has 


anticipated this problem and has 
authorized the Director to handle 
“hardship” cases on an individual 


basis. 

Q. Why the building, program and 
reserve in one project? 

A. The three are inseparable. A 
building is nothing without a pro- 
gram. A program is not possible 
without a building. Good business 
practices call for a proper reserve. 
To have built the building and 
then approached the membership 
for an additional dues increase to 
finance the program for which the 
building was constructed seemed 
unwise. The program should be 
expanded wisely and slowly. The 
increasing amount available for 
program from the dues increase 
will permit judicious expenditure 
of the additional funds. 


Q. Why isn’t the building being built 
somewhere else for less cost? 

A. We do not believe that this is 
feasible. In the first instance, we 
are receiving the use of the prop- 
erty for no charge. Secondly, the 
building will be of simple design 
with no unnecessary expenditures. 
The Board of Trustees did con- 
sider other locations. Other univer- 
sities, as Northwestern and the 
University of Chicago did, would 
probably have made offers to at- 
tract the Association to their cam- 
puses. For obvious reasons, the 
Association must locate in an ac- 
cessible, metropolitan area, In such 
cities, construction 
vary greatly. The Board of Trus- 
tees considered Chicago, New York 
and Washington, in that order. 
The Board decided, wisely, I be- 
lieve, that Chicago was an ideal 
location. It is centrally located, 
easily reached from all parts of 
the continent and is the capital of 
national health activities. 


costs do not 


Q. What happened to the $100,000 
provided by the last dues increase spe- 
cifically for the 
gram? 

A. The House of Delegates re- 
leased this $100,000 reserve for 
use by the Board of Trustees in 
its judgment for a program needed 
by the Association. The Board felt 
that the money could not be spent 
more wisely than in the expanded 
program which has now 
undertaken. . 


accreditation pro- 


been 
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seven years 
experience 


with 
piped oxygen 


NDUSTRY LONG AGO discovered 
| that liquids and 
moved economically and 
easily by means of pipe lines. If 
the product is consumed in any 
appreciable quantities, a central 
source and a piping system is soon 
installed. 

Hospitals can well afford to take 
a leaf from industry’s book in 
their pursuit of improved service 
at a reduced cost for better patient 
care. Such a leaf concerns oxygen, 
and particularly its distribution in 
existing older buildings. Most new 
since 1945 has in- 


gases are 
more 


construction 


Mr. Glesne is business manager of the 


242-bed Gary Methodist Hospital, Gary, 


Ind 
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cluded plans for central oxygen 

Central oxygen will almost pay 
for itself in one to three years. 
Major points of saving are reduced 
unit cost of oxygen, no loss of res- 
idual oxygen in cylinders returned 
to the 
labor costs 


supplier, elimination of 


involved in storing, 
moving and servicing cylinder 
and reduction of cost and mainte- 
nance of pressure regulating equip- 
ment. 

A typical example of the arith- 
metic involved in installing a 
piping system follows. A 150-bed 
hospital will require about 100 
outlets to give thorough coverage 
Current installation costs run be- 


tween $75 and $125 per out- 
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let. The spread occurs because of 
local labor markets, the type of 
outlets used, whether piping can 
be exposed or must be concealed, 
and general problems of pipe dis- 
tribution in the hospital because of 
building design. Thus a middle fig 
ure of $100 per outlet means a 
total investment of $10,000 

This 150-bed hospital is probably 
using 200 cylinde1 (244 cu. ft 
ize) per month, which is equiva- 
lent to 50,000 cu. ft. of oxygen per 
month. Saving 


oxygen on either 


on the unit cost of 
cylinders or a 
central source will vary substan 
tially depending on the location of 
the hospital, local cylinder delivery 


problems, volume of oxygen con 
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sumed and many other factors. 
However, it would be reasonable to 
expect a savings in the unit cost 
of oxygen of about 15c per 100 cu. 
ft. with piped oxygen, which will 
provide an annual savings figure 
of $900. Loss of residual oxygen 
approximately 15 per 
cent, and this will account for ad- 


averages 


ditional annual savings of $850. 


LABOR COSTS 


Labor costs can be 
atively computed at $1 per cyl- 
inder cylinders 
must be stored, transported to the 
patient’s room, regulators must be 
attached, the cylinders secured and 
when empty, must be returned to 
the store-room and later moved to 
the shipping dock). This provides 
a figure of $2,400 per year. 

The difference between the pur- 


conserv- 


(remember the 


chase and maintenance of high 
pressure regulators and low pres- 
sure pipe line equipment will ac- 
count for $400 
per year. 

These four factors alone total an 
annual $4,550 and 
will amortize the cost of the oxy- 


approximately 


savings of 


gen piping installation in a little 
over two years. 

The experience which we have 
had at Methodist Hospital in Gary, 
Indiana, which is 242 beds and 81 
bassinets, more than bears out the 
example above. 

We now have 130 outlets which 
have been added gradually. The 
first 10 outlets were put in our 
nursery in 1944. It was from the 
advantages we from 
these 10 outlets that we later piped 
the remaining sections of the hos- 
pital in 1947. Our 
installation was 
$5,000. We 
on an hourly basis who worked 
under the supervision of our en- 


could see 


total cost of 
approximately 
employed two men 


gineer, We also used the engineer- 
ing services of the company from 
which we purchased oxygen. Their 
services were rendered free. To get 
a fixed contract from a contractor 
on piping oxygen is very difficult, 
as it is impossible for him to know 
exactly what he will run into when 
he begins to go through the walls 
and partitions in an old hospital 
building. 

Our savings are $1,500 per 
year on the unit cost of oxygen; 
$900 per 
residual oxygen left in the cylin- 
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year on the cost of 


ders; $2,600 per year on labor; 
and $400 per year regulator 
costs and maintenance, giving a 
total of $5,400. Thus it is obvious 
that a single year’s savings have 
paid for the total cost of our in- 
stallation. 

These 
conservative and were computed 
on the basis of our oxygen con- 
sumption approximately two years 
ago. It has been true in practically 
every general hospital in the coun- 
try that oxygen usage has in- 
creased substantially in the inter- 
vening two years. If we are to 
base our savings computation on 
oxygen consumption today, the 
savings would be at least increased 
by $1,000 per year. 

Here at Methodist Hospital we 
can see no disadvantages to oxygen 
piping, and in addition to the dol- 
lars and cents savings discussed, 
there are other by-products which 
are highly satisfying. One of the 
finest results is constancy of the 
supply. Our patients getting oxy- 
gen via the central supply system 
do not experience the minutes or 
perhaps hours of oxygen depriva- 
tion which often is the case when 
individual cylinders must be relied 
upon, Careful studies reveal that 
this happens more than we like to 
admit and, of course, in the treat- 
ment of many patients, this can be 
of extreme importance. 

In addition to our patient room 
outlets, we have piped oxygen to 
the delivery rooms, labor rooms, 
emergency room and _ operating 
rooms. By doing this, it was pos- 
sible to eliminate entirely the small 
anesthesia type of oxygen cylin- 
ders. The average hospital pays 
more money for the small cylinder 
than for the large type used for 
therapy purposes. It is conserva- 
tively estimated that we are saving 
$2,000 per year by eliminating 
these small anesthesia type cylin- 


figures are extremely 


ders. 
LEAKS NOT A FACTOR 
Many administrators who are 
exploring the merits of oxygen 
piping may have some fears of 
leaks, fire hazards and the meth- 
od of making charges. Leaks are 
not a factor once you are sure of 
having a well-made, tight system. 
Small leaks which occasionally de- 
velop in outlet valves are a result 
of usage and can easily be re- 


paired. Our system has been ap- 
proved by the National Board of 
Fire Underwriters and the State 
Fire Marshall. 

In setting charges, we have found 
that liter flow per hour provides a 
sound basis for establishing rates. 
Central supply handies all of our 
equipment. Central supply person- 
nel send in charges to the business 
office each day on all patients who 
are receiving oxygen. When they 
make rounds, they also check to 
see that the equipment is working 
properly. A card is placed on the 
flow-meter designating the time 
oxygen was started, and when the 
nurse discontinues the use of 
oxygen, the time is put on this 
card. 

There have been several record- 
ing meters developed which are 
currently on the market. These re- 
cord the volume of oxygen con- 
sumed during the course of treat- 
ment. It is then possible_ to 
establish a charge system on the 
basis of the number of liters of 
oxygen used per unit of time. We 
have not employed this type of 
flow meter and are not in a posi- 
tion to comment one way or an- 
other on. its effectiveness. 

SAFETY FACTOR 

The factors of safety are impor- 
tant. The storage and transport of 
oxygen cylinders present hazards 
which are eliminated by piping 
oxygen into the patient’s rooms. 
We estimate that we would be 
transporting a million and a half 
pounds of oxygen cylinders per 
year in our elevators if we did not 
have our piping system, It is ob- 
vious that there must be improved 
safety factors through the elimi- 
nation of cylinders in elevators, 
moving and storing cylinders in 
corridors, and their presence in 
patients’ rooms. The oxygen pip- 
ing system makes it possible to 
utilize simple light-weight, easily- 
employed, low-pressure metering 
equipment. 

In conclusion, we have found no 
disadvantages to central oxygen 
distribution and have found so 
many distinct advantages that we 
recommend the use of this system. 
I know of no investment the hos- 
pital could make with such large 
returns as a piped oxygen system. 
And this saving can be passed on 
to the patient. * 
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Y{ 7HERE THE USE of the “team” 
plan is being contemplated 
the entire nursing staff in that hos- 
pital, the faculty (where there is 
a school] of nursing) and nursing 
service personnel should become 
familiar with the plan in all its 
facets, before its adoption. The in- 
formation required may well in- 
clude what the plan is, its similari- 
ties or differences from other 
nursing care plans, what personnel 
and materials will be needed be- 
yond those presently in use, the 
strength and weaknesses of the 
plan, and the desired results. Kip- 
ling’s “The Elephant’s Child” 
seems apropos here: “I keep six 
honest sewing-men (They taught 
me all I knew); Their names are 
What and Why and When and How 
and Where and Who.” We will 
need to ask ourselves all these, if 
we really want to become ac- 
quainted with the “team” approach 
and its full implications for better 
nursing care. 

In considering the use of the 
“team” plan there is the usual cycle 
of events one goes through in 
adopting any new method as: (1) 
examining existing policies, (2) 
informing, (3) organizing, (4) im- 
plementing, (5) operating, (6) 
evaluating and (7) following-up. 
This article covers only the first 
three processes. 

It has been said that the truth 
of today may be the falsehood of 
tomorrow, so rapidly are changes 
being made in our society, partic- 
ularly in the fields of science and 
technology. But nursing has been 


Miss Frey is director of the School of 
Nursing and Nursing Service of the 210- 
bed Lowell General Hospital, Lowell, Mass 


DECEMBER 1954, VOL. 28 


THE TEAM 


MARY FREY, R.N. 


slow to adopt some of the scien- 
tific advancements, particularly in 
the areas of work simplification 
and conservation of 
The National Manpower Council,! 
establisued in 1951 for the purpose 
of research in determining man- 
power potentials, says the shortage 
of scientific and professional work- 
ers is qualitative as well as quan- 
titative and that “. . . perhaps the 
greatest opportunity for raising the 
effectiveness of the available sup- 
ply is in the shifting of individuals 
from less-essential work to work 
of higher priority.” This holds 
boundless implications for the 
nursing profession pertinent to the 
re-evaluating and re-assigning of 
professional workers for better 
conservation of their special skills. 
Too long our affliction has been 
administrivia — devotion to mino1 
routines—which has kept us near- 
sighted, unable to see the patient 
as a person and an individual with 


man-power. 


emotional and spiritual needs to 


be satisfied as well as physical 


needs. 


EXAMINING POLICIES, STANDARDS 


Professional nursing tradition- 
ally has been concerned with the 
highest type of nursing service and 
the best ways and means of achiev- 
ing it. But with the complexities 
with which we deal today in plan- 
ning for good nursing service we 
may need to re-examine our poli- 
cies and standards to see if they 
say for us what we actually be- 
lieve. If they do, then it may be 

1. National Manpower Council, A Policy 
for Scientific and Professional Manpower, 
Ne w York, Columbia University Press, 1953, 
p. 7. 


that it’s our methods that are rusty 
Mrs. Gilbreth,? in speaking of sci- 
entific management and nursing, 
says: “Beliefs should underlie poli- 
cies. If beliefs and policies do not 
agree, there is sure to be trouble. 
clear-cut, up-to- 
them are 
that they 


Policies in 


If policies are 
date and statements of 
available, it is likely 
agree with beliefs. 
turn underlie standards. If stand- 
ards are not adequate it is wise to 
check on policies and beliefs.” 
When a true democratic philos- 
ophy prevails throughout all eche- 
lons of the hospital’s and/or nurs- 
ing school’s organizational struc- 
ture, the nurses in that institution 
will have a substantial share in the 
planning and implementing of any 
whether it be the 


new methods, 


“team” plan or some other. 


COMMUNICATION 
successful in 


Methods 


communicating ideas such as staff 


proven 


conferences, committee meetings, 
planned programs as institutes and 
in service education consisting of 
meetings planned and held regu- 
larly during the employees’ work- 
ing hours should be used to gain 
understanding of the ‘team’ ap- 
proach, 

Members of a nursing staff look 
to an inspired leadership to point 
the way. The director of nursing 
with the 
of the administrator can do much 
to successfully channel interest 
and efforts for the utilization of 
the plan. 

Finer, in discussing administra 


support and cooperation 


Scientific 


American 


Manage 
Journal of 


2. Gilbreth, Lilliar 
ment and Nursinj 
Nursing, 50:780, December 1950 
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tive leadership for patient care, 
says: “,.. there exists a clear and 
proper role of designated leader- 
ship, which may proceed to give 
orders without any feeling of guilt 
and of which one should feel far 
from ashamed. There is always a 
proviso: that leadership is con- 
scious of the situation and is pure 
in its motives and its terms; and 
that to make doubly sure that the 
proviso is fulfilled, in the interest 
of the care of the Patient, the 
leader should not be authoritarian, 
in the arrogance of expertness and 
established status, but educative 
of the staff with and through whom 
she must, perforce, work.’’* 

A complete and up-to-date bibli- 
ography on the subject, mimeo- 
graphed and available to 
each member of the nursing staff, 
will be most helpful. The use of 
the films Team Relationships in 
Nursing Care and Six Steps to 
Team Nursing give an excellent 
orientation to the “team” plan. 


made 


PHILOSOPHY OF "TEAM" PLAN 


The word, team, is not new, no! 
is its meaning complicated, but it 
has taken on a new look in nurs- 
ing parlance, A “team” is a num- 
ber of persons associated in a joint 
action or enterprise to achieve a 
common goal. It is a banding to- 
gether of professional and non- 
professional workers in concerted 
effort to give more direct patient- 
centered care. This banding to- 
gether includes the director and 
assistants, instructors, supervisors, 
head nurses, general duty nurses, 
licensed attendants, 
and orderlies and nursing students 
also where there is a school. The 
heart of our theme, patient cen- 
tered care, is not new but the ap- 
proach as to how we may best 
meet that goal is of recent origin. 

The “team’’ plan constitutes a 
form of patient assignment where 
various levels of skills and abilities 
of workers are being utilized to a 
greater advantage in concentrating 
on patient centered care. It is de- 
signed to bring the same nurse 
back to the same patient and the 
same group of workers to the same 
patient area for a reasonable length 
of time. This favors good rapport 
between patient and nurse. Pa- 
tients may not object to having a 


nurse aides 


3. Finer, Herman, Administration and 
Nursing Services, New York, The Macmil- 
lan Company, 1952, p. 35 
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non-professional worker give them 
care when they know the profes- 
sional nurse is within reasonable 
distance and available for advice 
when needed. 

Research and experimentation of 
the nursing “team” originated at 
Teachers College, Columbia Uni- 
versity in 1949, the purpose of 
which was to see if the “team”’ 
might be the answer to more di- 
rect patient centered care. Team- 
work, says Lambertsen,’ is the 
smoothly coordinated, synchronized 
activity that characterizes a close- 
ly-knit group. “It is based on: (1) 
team spirit in all members, (2) of 
a small group, (3) each of whom 
is able to make a practical contri- 
bution to the common goal, (4) 
who have frequent and full two- 
way communications in face to 
face talk to plan and evaluate 
group activity, and (5) continued 
practice in supplementing each 
other as team members. If any of 
these elements is weak or lacking, 
team work is less effective than 
it might be.” 

One of the common barriers to 
good nursing service and the con- 
servation of the nurse’s time has 
been the factor of distance, the 
long corridors which nurses and 
others travel to perform ordinary 
minor tasks, and the long path one 
must tread sometimes to find the 
head nurse or supervisor to report 
an urgent matter are obstacles to 
speedy and effective service. 

The “team’’ plan reduces con- 
siderably the hazards of such bar- 
riers by taking into account when 
making the assignment, the geo- 
graphical arrangement of the unit 
insofar as is without 
jeopardy to patient interests. This 
plan, it would seem, is predicated 
on one of the fundamental con- 
cepts of sound administration, that 
is, that the line of communication 
should be as short and direct as 
possible; for the shorter the line, 
the less chance there is for error 
and the greater is the speed.° 


possible 


ORGANIZING AND PLANNING 


In organizing and planning for 
the personnel needed, it is recom- 


mended that wherever possible 

4. Lambertsen, Eleanor, Nursing Team 
Organization and Functioning, New York, 
Bureau of Publications, Teachers College, 
Columbia University, New York, 1953. 

5. Barnard, Chester J., The Functions of 
the Executive, Cambridge, Harvard Uni- 
versity Press, 1950, p. 177. 





someone be brought in to direct 
and supervise the plan, because it 
is most likely that those already 
on the staff are carrying full loads. 
But where budget will not allow 
this, and it remains for someone 
on the staff to assume this function, 
it is frequently allocated to the 
director of nursing service. 

The “team” unit ordinarily con- 
sists of the head nurse who serves 
as captain, a general duty nurse 
the team leader, a licensed attend- 
ant, a nursing student (where 
there is a school or an affiliating 
school), a nurse aide and possibly 
an orderly. The number of patients 
assigned to one team varies from 
10-14 patients, depending on many 
variables as the diagnoses of the 
patients, recovery stages of their 
convalescence and ambulation, 
physical arrangements of the unit, 
and the varying skills and abilities 
of the “team”? members. 

The department supervisor, 
while not a primary member of 
“team,” is the key person in the 
over-all planning, organizing and 
evaluating the method as used in 
her department. The supervisor, 
by virtue of preparation, ex- 
perience and maturity of judg- 
ment, is regarded as a resource 
person capable of giving sound 
advice, an instigator of good-will, 
a positive sincere leader eliciting 
cooperation from her group, and 
a specialist in human relations. 

The head nurse, a junior execu- 
tive, functions as assistant to the 
supervisor. In the head nurse, we 
would expect to find the same 
qualities as those described for the 
supervisor but in a lesser degree. 
The head nurse would not be re- 
quired nor expected to have the 
preparation or experience that the 
supervisor has, and therefore less 
should be expected of her. As po- 
tential organizer of the ‘“team,”’ 
she will necessarily need to be 
relieved of the many extraneous 
duties so often assigned her. A 
pilot study directed by the Division 
of Nursing Resources of the Fed- 
eral Security Agency was con- 
ducted to determine how the head 
nurse’s time is distributed. The 
study revealed the head nurse 
spent 22 per cent to 26 per cent 
of her time on work which a floor 
clerk could do, from 8 per cent to 
17 per cent on tasks that nurses 

(Continued on page 150) 
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|" HOSPITALS, there are many 


committees, appointed as spe- 
them- 


cialty concern 


selves 


groups to 


with the functions, proce- 


dures and improvements of a 
special phase of hospital work, and 
higher authority, 


such as the medical board. One or 


to head into a 
two persons, such as the chairman 
of the medical 
pital administrator, cannot be close 
enough to every phase of hospital 
work to be well informed on the 
details of everything. It is through 
delegation to these committees that 
the medical board and hospital ad- 
ministrator can be kept informed 
on work in the variety of fields of 
hospital activity. 

When one realizes the number of 
forms it takes to get a patient in 
and out of the hospital, it is sur- 
prising that any could 
function without a record commit- 
tee whose specialty is “recording.” 
And yet we find that in some hos- 
pitals the record committee exists 


board or the hos- 


hospital 


in name only, simply because the 
hospital has been told it should 
have such a committee. Where this 
is true, the administrator must be 
unaware of the valuable committee 
the hospital is doing without. Per- 
haps the hospital has misunder- 
stood the functions of this commit- 
tee and perhaps has limited it to 
a very few mainly polic- 
ing, which is distasteful to 
most people. 

In this article, we 
cerned with the record committee 
at the New York Hospital—its 
functions, responsibilities and or- 


duties 
very 


will be con- 


Miss Lincoln is medical record librarian 
of the 1,4l1l-bed New York Hospital, New 
York City. 
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ganization, and what we do. In so 
doing, we will be speaking of the 
committee in a large hospital; but 
all of us, we believe, can benefit 
from an understanding of good ba- 
sic principles underlying the record 
committee, in either the small or 
the large hospital. 

Our committee is a sub-commit- 
tee of the medical board and serves 
it in an advisory capacity. The 
committee members are appointed 
by the board and represent the 
following services: obstetrics and 
gynecology, pediatrics, medicine, 
surgery, psychiatry, administration 
and medical record department. 

All persons on the record com- 
mittee are keenly interested in 
medical records, not only as re- 
flected personally in their own rec- 
ords, but in those of their respec- 
tive departments and for the 
institution as a whole. Each person 
is an important person in his spe- 
cialty and commands respect 
throughout the institution. There 
have been but three different 
chairmen of this committee at our 
hospital since the opening of our 
Medical Center in 1932, and we 
rarely have an absence when the 


committee meets. 


FUNCTIONS DESCRIBED 


In 1938, a culling was made from 
the record committee minutes of 
the accumulated rules and regula- 
tions and, with the editorial assist- 
ance of the committee, a pamphlet 
entitled “Patients’ Records, Rules 
and Regulations’ was printed. It 
has been invaluable for reference 
in handling medical records. 

On page one, the record commit- 
tee describes its own functions, 


duties and responsibilities. These 
are: 

1. The committee shall approve 
all changes in history forms and 
other forms relating to the care of 
the patient. It may also suggest the 
deletion, combination or change in 
existing forms and see that all de- 
partments affected by such changes 
shall be duly consulted before sug- 
gestions are proposed. 

2. The committee shall supervise 
the records to insure that they are 
recorded in a permanent manner, 
in proper sequence, and that suffi- 
cient data are present to properly 
evaluate the care of the patient, to 
adequately index the record. In 
general, the records must be main- 
tained at a standard expected of a 
university hospital and the com- 
mittee will make every effort to 
bring exceptions to this standard 
before the medical board. 

3. It is the responsibility of the 
committee to insure all] laboratory 
reports being properly recorded on 
the record. 

4. It is the responsibility of the 
committee to insure the proper 
binding, storage and availability of 
all patients’ records. 

5. The committee shall attempt 
to keep abreast of recent advances 
in record department procedures 
and classification and all factors 
that may pertain to increase the 
facilities of the record department 
to the hospital. It shall advise the 
medical board with respect to re- 
quests from individuals or organ- 
izations outside of the hospital 
wishing to use records for any pur- 
pose whatsoever. 

6. Matters pertaining to the rec- 
ord department may be submitted 
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THIS IS THE BIG 
ARMSTRONG DE LUXE 
H-H BABY INCUBATOR 


1—4 easy-opening, easy-clos- 
ing, double-sealed, non- 
mechanical Hand Holes. 


2—A BIG Incubator, big enough 
for a baby 25”’ (63 cm) long. 


3—Self-purging Nebulizer for 
either water or other medi- 
cation such as Alevaire. 


4—New solid stainless steel At- 
omizer now in the Nebulizer. 


5—Supersaturated atmos- 
pheres either with or with- 
out oxygen. 


6—Either LOW or HIGH oxygen 
concentrations—as you wish. 


7—Price includes 4-compart- 
ment, easy-rolling, cabinet 
base. 


8—Bottom tray and interior trim 
of Incubator Stainless steel 
for easy cleaning. 


9—Underwriters’ Laboratories 
and Canadian Standards 
Association tested and ap- 
proved. 


10—NO motor, NO fan to clean 
or service. 


11—NO forced draft ventilation. 
Air, oxygen or fog all move 
naturally and safely thru 
the Incubator. Should the 
power fail the air still moves. 


12—Heating unit guaranteed 
service-free for 3 years. 


13— Automatic Fenwall Thermo- 
switch control. 


14—Slide opening in the end for 
parenteral fluids, etc. 


15—All 4 sides heavy 4”’ clear 
shining Plexiglas with '/’’ 
safety glass top all set in a 
rigid steel frame for strength 
and complete visibility. 


16—Tilting bed, foam mattress, 
vinyl plastic covers, extra 
hand-hole sleeves, 2 white 
duck weighing hammocks, 
metal armored F & C ther- 
mometer, directional flow 
control Oxygen inlet and 
many other details ALL in- 
cluded in the one LOW PRICE. 
(Only the Scales, when need- 
ed, are extra). 


WRITE FOR COMPLETE 
DETAILS AND PRICES 





1—The PRICE IS LOW. The design is simple and 
safe. Backed by over 22,000 incubators’ worth of 
experience. 

2—56 hospitals, that originally ordered 76 of these De 
Luxe H-H Baby Incubators have since mailed volun- 
tary, repeat orders for 70 more. That’s satisfaction 
based on experience. 

3—Total number now in use?—pushing up close to a 


thousand. 








Simple, 2-piece, easy to clean. 
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to the committee by department 
rep- 
resentatives on the committee, by 


heads, by the departmental 


the medical board or by the admin- 
istration through the record com- 
mittee secretary. 

7. The committee will submit in 
summary form to the 
board the minutes of each meeting 
including sugges- 
tions. Accordingly, all actions of 
the committee are merely sugges- 
tions based on as thorough a study 


medical 


resolutions or 


as possible and submitted to the 
medical board to be executed at 
their discretion, The committee .. . 
has no executive responsibility. 
This pamphlet then covers such 
chapter subjects as the record com- 
mittee itself, protection of the rec- 
ord, the minimum standard, altera- 
tion in record content, circulation 
of records, nurses’ notes, order of 
patient's 
sequence of the bound record, and 


recording case record, 


abbreviations. 


ONE-HOUR MEETINGS 


The committee meets on call for 
one hour when business warrants, 
matters being submitted to the 
committee by department 
the department representative on 
the committee, by the medical 
board, administration, or by the 
record librarian, who is a voting 


heads, 


committee and 
serves as secretary. The minutes 
of the meeting are written with 
for the record committee 
members, the medical 


member of the 


copies 
board and 


administration. A subject list of 
matters upon which the record 
committee expects action by the 


board is attached to the complete 
minutes, and a subject file of the 
committee minutes is kept in the 
record department by the secre- 
tary. The record librarian incor- 
porates the work of the committee 
in the annual report of her depart- 
ment, copies going to the chair- 
man of the medical board, director 
of the hospital and 
mittee members 


record com- 


In small hospitals—or perhaps 
we should say in hospitals smaller 
than a teaching hospital such as 
ours——the actual duties of the com- 
mittee may be different. In a small 
hospital, the record committee may 
be able to check all hospital dis- 
charges. This would be humanly 
impossible in the New York Hos- 


pital, where there are 2,400 dis- 





charges per month. Our committee 
does go over samples of records 
that present problems, such as a 
service with consistently-illegible 
records, one lacking in the min- 
imum requirement of progress 
notes, with improper signatures or 
unduly-long and verbose sum- 
maries. 


PRINTED FORMS 


All printed forms pertaining to 
patient care—not just forms for 
the chart—must clear through the 
committee. This serves as a stop- 
gap on a lot of fancy or overlap- 
ping forms, or the establishment 
of unworkable procedures. It prac- 
tically forces consultation with all 
parties concerned, so that no one 
whom the form will affect is left 
out. Time, money and “toes” are 
spared. Our printer will not print 
a form unless the secretary has 
noted on the form approval of the 
record committee, with her signa- 
ture and date. 

In 1943, the record committee 
was asked to review all printed 
forms used in the hospital, not 
only those pertaining to profes- 
sional care of the patient, but also, 
as examples, those used by admin- 
istration, accounting, engineering, 
building service and _ laundry. 
The committee met for one hour 
every week for 12 weeks. We 
reviewed forms from the stand- 
point of elimination, combination, 
standard size and printing. We in- 
vited department heads to sit in 
with us when necessary to review 
any questionable form. 

Results of the study were as fol- 
lows: The committee went 
475 forms, 52 of which were elim- 
inated. In addition, six forms were 


over 


reduced to standard size to be 
printed in the hospital print shop 
at a saving of 50 per cent, five 
were changed from colored paper 
to white, four changed from 
colored ink to black, eleven forms 
combined into five forms printed 
on both sides and two overlapping 
different departments 
combined. The committee 
suggestions for future control of 


forms in 
made 


printed forms, and we received a 

letter from the board of governors 

expressing its appreciation. 
CONTROL, NEW EQUIPMENT 


Two very important phases of 
record work have been aided by a 











real interest in the record depart- 
ment and what it is doing in serv- 
ing the institution in patient care, 
teaching and research, etc. These 
are the control of incomplete rec- 
ords and installation of equipment 
to properly carry out the depart- 
ment’s function of service. 

A backlog of 1,000 incomplete 
records of the close of World War 
II has been reduced to an average 
of 84 summaries and 35 operative 
notes incomplete within two weeks 
of discharge, out of a total of 
2,400 discharges per month. Some 
services have no incomplete rec- 
ords within two weeks of dis- 
charge, and the record commit- 
tee member for that service takes 
pride in announcing this at staff 
meetings for his department. 

Installation of dictating equip- 
ment recommended by the record 
librarian was backed by the record 
committee. On a trial basis, one 
machine was installed in 1936 for 
one service, with the result that all 
other services asked us to take 
them on. A pool of 16 operators 
now covers summaries and oper- 
ative notes for all services of the 
hospital, where clerks or secreta- 
ries were formerly stationed on all 
floors, making it very difficult to 
get records when needed for clinics 
and delaying their completion 
when one of these persons was ab- 
sent. The recent installation of 
special vertical files and terminal 
digit filing was discussed and 
thoroughly studied by the record 
committee. It was recommended 
by this group, and eventually ap- 
proved by the board of governors. 


REASONS FOR SUCCESS 


Some of the reasons why we be- 
lieve our record committee is as 
good as it is are: 

1. The committee is made up of 
representatives from every service, 
who are important people in their 
respective departments and who 
are definitely ‘‘record-conscious.”’ 

2. The meetings of the committee 
are limited to one hour and each 
member knows that he can count 
on getting away and not being kept 
indefinitely to cut into his other 
appointments. 

3. The record librarian, who is 
close to the problems of the de- 
partment, is recognized as an 
authority in her field and is a vot- 
ing member of the committee. 
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No. 70-62 PRIVATE ROOM GROUPING 


Hill-Rom series /000 hospital furniture 


One of the new private room groupings designed by 
Raymond Loewy and color styled by Howard Ketcham 


Hill-Rom 


lomotouy 


FURNITURE FOR THE 
MODERN HOSPITAL 


@ Raymond Loewy’s genius for creating designs that are not 
merely beautiful but also refreshingly different is strikingly ex- 
emplified in this new Hill-Rom No. 70-62 Private Room Group. 
ing. Beautifully designed, superbly made, expertly finished, this 
is truly the ultimate in private room furniture for the modern 
hospital of today—and tomorrow. 

This room scene includes: No. 70-62 Electric Hilow Bed; 
No. 7003 Bedside Cabinet; No. 70-614 Overbed Table; No. 70-26 
Chest Desk; No. 70-08 Arm Chair; No. 70-07 Straight Chair; and 
No. 305 Lamp. The No. 70-61 Manual Hilow Bed and No. 7001 


standard height Hospital Bed are also available with this grouping. 


HILL-ROM COMPANY, INC. ¢ BATESVILLE, INDIANA 





for semi-private rooms, wards, 
recovery rooms, etc. 


HILL-ROM 


brvotad, 


NEAR-CEILING Sewouing 


enuily iitilled, quist im operation 
— gives Compll. privacy 


For years, Hill-Rom Perfected Screening has been preferred by hospital 
officials because of its ease of installation, minimum maintenance costs 
and worries. Doctors and nurses like Perfected Screening because of its 
smooth, quiet operation and the fact that there are no floor obstructions 
to interfere with their work. 

Hill-Rom “Near-Ceiling’’ Screening, as the name implies, permits the 
installation of the track close to the ceiling, out of the normal range of 
vision and quite inconspicuous when the curtains are not in use. Even 
for older buildings with high ceilings, standard units of Near-Ceiling 
Screening are available with longer support rods to compensate for the 
extra ceiling height. 





NOW...for 
New Construction 


and 


Remodeling Jobs 


HILL-ROM 
o- ehedbemmme 


@ No Rod Supports 


@ No Wall Brackets 
@ Exclusive I-Beam Track 


Hitl-Rom recessed-in-ceiling Perfected 
Screening provides for insertion of the 
track directly into the ceiling, leaving 
no exposed fixtures or projections. 
Designed primarily for use in new 
construction, or when remodeling is 
being done. The track is wired directly 
to the metal lath and stringers—be- 
fore plastering. Plaster is applied flush 
with the frack. Channel and track 
may be painted to match ceiling fin- 
ish, making an installation that is 
hardly noticeable. This type of screen- 
ing can also be used with accoustical 
tile applications. 


STANDARD CURTAINS 


By using the standard Hill-Rom 
screening unit (either type) one-size 
curtains are used throughout the 
building. This eliminates confusion 
when replacing curtains after launder- 
ing. Hill-Rom curtains are made of 
pre-shrunk, vat-dyed Cordette mate- 
rial, in 16’ width, length determined 
by ceiling height. The rollers are made 
of machined nylon, insuring quiet op- 
eration. Rollers and curtain hooks are 
assembled in one unit. 


STANDARD UNITS—ALL READY TO INSTALL 


Both types of Hill-Rom Perfected Screening, Near-Ceiling and Recessed-in-Ceiling, are available in standard 
units complete with all component parts, ready to install. These standard units permit the proper screening of 
all sizes and shapes of rooms without special drawings or special tools. Write for booklet giving complete infor- 


mation on both of these types of Perfected Screening. 


HILL-ROM COMPANY, INC. ¢ BATESVILLE, INDIANA 





4. The minutes that go to the 
medical board show members pres- 
ent and those absent at each meet- 
ing. We rarely have an absence. 

5. Matters of interest other than 
policing duties are referred to this 
committee, such as the form survey 
we have mentioned and considera- 
ton of handling records from the 
Hospital for Special Surgery, 
which will join the Center this 
coming year. 

It seems to us that if a record 
librarian makes a record commit- 
tee meeting interesting, she has 
accomplished the first step of 
salesmanship to make this com- 


“mittee an active one serving and 


benefiting the entire institution as 
well as the record department it- 
self. Let the record librarian ever 
keep in mind that her department 
is a service department; let her 
work with the record committee to 
further the service to the medical 
profession and her institution; let 
her not use the record committee 
only as a policeman to check on 
those who err. Codperation and un- 
derstanding, in our opinion, are the 
keynotes underlying what success 
we may have had in maintaining a 
good record committee at the New 
York Hospital. s 


a new horizon for clinical thermometry 





COL. GEORGE T. PERKINS, DC (RET.) AND J. EMERSON COLBY 


RECENT ADVANCEMENT in ther- 
mometry developed at Percy 
Jones Army Hospital should open 
new vistas in clinical use and re- 
search in medicine and the allied 
sciences, 

It was Clifford Allbutt who in 
1867 made the first self-registering 
mercury thermometer—essentially 
the same as the one used today. In 
the following year Wunderlich, in 
Leipzig, published his classic mono- 
graph establishing the relationship 
of certain diseases to changes in 
body temperature. During this era, 
thermometers were considered 
impractical because they were too 
large, being 10 to 12 inches 
long; furthermore they required 20 
minutes for an accurate reading. 

Progress continued until the 
glass mercury-column thermome- 
ter reached an acceptable size and 
time response (three minutes), but 
it thereafter remained essentially 
the same. Certain inconsistencies 
and inaccuracies still hold in their 
manufacture and use, and these 
are permitted by federal specifi- 
cations. 


REVOLUTIONARY INSTRUMENT 


Now being introduced to the 


Col. Perkins formerly served with the 
Dental Research Department at the Army 
Medical Service Graduate School, Walter 
Reed Army Medical Center, Washington, 
D. C. Mr. ne ogg AD presently in business in 
Battle Creek, Mich. 
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profession, however, is a revolu- 
tionary instrument for recording 
body temperature. It is a resistance 
thermometer, accurate to one per 
cent, nonbreakable, with detach- 
able and interchangeable probes 
that indicate body temperature in 
five to seven seconds, The device is 
small—about the size of the ordi- 
nary light meter used in photog- 
raphy—and operates by a finger- 
button switch. 

The mechanism consists of a 
deflection galvanometer two inches 
in diameter with either a 90° or 
250° arc dial calibrated in degrees 
Fahrenheit and intermediate divi- 
sions of 0.2°F., 
special mercury-cell battery pack- 
age, cable and the all-important 
detachable probe, The probes are 
interchangeable and may be steri- 
lized in the conventional manner. 

In the tip or ‘thermal sink”’ rests 
the thermistor which 
serves as the sensing device for the 
instrument. This element must not 
be confused with a thermocouple. 
The thermistor, by definition, is a 
“thermally sensitive 
device made of solids, whose elec- 
trical resistance varies rapidly with 
temperature. They are made from 
semiconductors or oxides of man- 
ganese, cobalt, nickel and urani- 
um.”! “These hard, ceramic-like 


several resistors, a 


element, 


resistor, or 


1. Bell Laboratory Manual 


semiconductors,” continues a fur- 
ther definition, 


form of small beads, rods, discs and 


“are made in the 


flakes especially treated and aged 
in closely controlled manufactur- 
ing processes to exhibit the desired 
thermal characteristics.’* There- 
fore, since the resistance of a ther- 
mistor is an exact and reproducible 
function of temperature, it makes 
an ideal device for temperature 
measurement purposes.* 


VARIED APPLICATIONS 


Military and civilian applications 
are many and varied, because the 
component parts are unaffected by 
extreme changes in temperature, 
pressure and humidity. For insti- 
tutional use and quick-tempera- 
ture screening, it has proved par- 
man- 


ticularly advantageous in 


hours saved in contrast to the 
conventional thermometer. In ad- 
dition, the pediatrician is no longer 
confronted with the time-consum- 
ire ordeal generally experienced 
in taking rectal recordings. 

Moreover, it is foreseeable fo1 
the immediate future that a nurse 
may remain at her desk and take 
a patient’s temperature in the next 
room, thus establishing a visual 
means of remotely-recording tem- 
perature either by a dial indicator 
or an ink-recording galvanometer., 
This will open up avenues of re- 
search in neurosurgery and othe1 
fields of medicine that have not 
been possible before. Hyperther- 
mia, that important and distressing 
condition frequently occurring in 
neurosurgical patients, may be 
more quickly recognized, trend 
in temperature changes may be 
more easily studied with a con- 
stant recording and thus provide 
the surgeon with a means of in- 
stantly detecting signs of impair- 
ment in the temperature-regulating 
areas of the central nervou Ys- 
tem. 

Tests conducted have shown the 
following results: 

1. A tremendous 
hours required in taking tempera- 


Saving in man 


tures. 
2. Ease of recording 
3. A greater degree of accuracy. 
4. No breakage and less loss 
5. Elimination of malingering. ® 
2. Dowell, K. P., Thermistors as Com 
ponents Open Produce Design Horizon 
Electrical Manufacturing, August, 1948 


3. Victory Engineering Corporation Data 
Book 
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| imc IN THE hospital field 

is no different from any other 
function where there is a keen 
desire to obtain a satisfying result. 
There must be basic 
plan in mind, one that will create 
on the part of those concerned an 
interest in producing results that 
reflect economy and efficiency. In 
my previous article,* I discussed 
standardization through committee 
participation as a part of a plan for 
a realistic approach to the pur- 
chasing function in hospitals. Now, 
I will cover briefly an equally 
important aspect of purchasing 
more directly concerned with the 
purchasing agent and which indi- 
cates how he can operate more 
adequately and effectively as a 
part of the hospital organization. 

This aspect is ‘functional’ pur- 
chasing. 

Much has been written and said 
about the relative position of pur- 
chasing agent to other staff mem- 
bers. A great deal of time is spent 
at institutes and otrer departmen- 
tal meetings discussing the lack of 
recognition by hospital administra- 
tors of the importance of purchasing 
and purchasing agents. Only one 
deduction can be made regarding 
the existence of such an attitude. 
Those responsible for purchasing 
have not taken every opportunity 
available to prepare themselves 
properly, nor have they executed 
their responsibilities in such a 
manner as to instill confidence in 
the minds of the administrators 
and other department heads. Prom- 
inence and prestige for themselves 
and their positions, therefore, have 


an over-all 


been lost. 


of the 


r. Buss is executive director 
Wauwa- 


M 
152-bed Milwaukee Sanitarium, 
tosa, Wis 


*Hosrirats, October 1954, “Purchasing 


With a Plan,” p. 122. 
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Functional purchasing—that is, buying with an eye for 
economy, efficiency and improved patient care—is the 


art of 


Purchasing—-with a purpose! 


WALDO W. BUSS 


This is rather a blunt statement, 
and I hasten to add that it cer- 
tainly is not true of all purchasing 
agents in all hospitals, but it ob- 
viously applies to a large percent- 
age. 

There are many ways in which 


“rubber stamps”’ the request. This, 
of course, is not purchasing, it is 
merely performing the duties of 
an order clerk. How much more 
efficient it is if we become more 
realistic and take a well-planned 
approach to the relative merits of 





we can improve the 
degree of efficiency 
with which we do the 
job of procuring sup- 
plies and equipment 
for our institutions, if 
we are willing to fol- 
low a few basic prin- 
ciples — principles 
that will give us 
more assurance and 
confidence. 
“Functional” pur- 
chasing is one of the 
basic principles to 
which I refer. In es- 
sence, this means that 
we can acquaint our- 
selves fully with the 
end use of the sup- 
plies and equipment 
that we purchase. It 
is all too simple to do 
repetitious buying 
without giving 
thought to how the 
various items are 
used and to whether 
they produce the de- 


Source 


Address 


Terms 


Availability 





Shipping Point 


A. FUNCTIONAL DATA 


Physical characteristics (weight, size, strength, etc.) 
Personnel time required in normal usage. 

. Personnel instruction required for proper use. 

. Maintenance costs in terms of materials and labor. 
Breakage or failure frequency. 

. Service life (average). 

. Abnormalities in usage [i.e., extravagant or im- 

proper use, and hoarding). 

Unsatisfactory secondary features. 
Secondary use possibilities. 

. Use potential and future requirements. 

. Changes needed for better operating efficiency: 
(a) in item specifications. 
(b) in methods of use. 

. Over-all functional evaluation. 


B. PRICE AND AVAILABILITY DATA 


F.O.B. Point 


Discount 


Trade Discount 
Net Delivered Price 


Per 


C. EVALUATION SUMMARY 


. Can (or does) this product improve quality of 
patient care 

. Can (or does) it reduce time, labor or other ele- 
ments of the cost of care? 
If yes, in what departments? 
Recommended for purchase? 
Reasons: - 








sired results. 

Equally important and part of 
this, is our neglect to investigate 
other items that would do the job 
more adequately. There are hun- 
dreds of requisitions written every 
day, year after year, for the same 
type of supplies just because the 
operating room _ supervisor, the 
housekeeper or the dietitian has 
been unwilling to make a change. 
As a result, the purchasing agent 


each and every item used in the 
hospital. This can only be done by 
knowing the exact use of each 
item, when it is used and where 
it is used. 

One of the most difficult tasks 
in purchasing is to write clear, 
concise specifications, so that there 
is never a question as to what is 
wanted. If we are totally familiar 
with the use of a given item and 
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“A superior 
medium 
for oral 

cholecystography 
... giving 

new and 

more exact 
diagnoses 

of biliary 
abnormalities.”" 
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BILE DUCT VISUALIZATION 
WITH 


/elepaque: 


Superior Oral Cholecystographic 
AND CHOLANGIOGRAPHIC Medium 


The frequency of bile duct visualization with Telepaque plus the 
high incidence of dense gallbladder shadow? are advantages of 
distinct diagnostic importance. Furthermore, Telepaque is 
notable for its low degree and percentage of side reactions. 


DOSAGE: The average adult dose of Telepaque is 6 tablets with at least one glass of 
water from ten to twelve hours before the scheduled roentgen examination 


SUPPLIED in tablets of 0.5 Gm., envelopes of 6 tablets, 


boxes of 5 and 25 envelopes; bottles of 500 tablets 


WINTHROP-STEARNS INC. @ New York18,N.Y. © Windsor, Ont. 





with the result that must be ob- 
tained, it is only logical that we 
are in a better position to describe 
cur wants more completely; and 
after all, this constitutes the de- 
velopment of good specifications. 

Mounting payrolls and a scarcity 
of well-trained personnel also 
make it highly important to select 
items that minimum 
of personnel time in normal usage. 
High turnover demands considera- 
of the time re- 
for training personnel as 
to proper usage. Maintenance, 
breakage, the anticipated life and 
many other factors must be care- 
fully weighed, and this can only 
be done if we familiarize ourselves 
with the which the 
product will be put, 

The check list reproduced on p. 
90 will act as a guide in evalu- 
ating functional purchasing. This 
list was developed by Franklin D. 
Carr, administrator of Waukesha 
Memorial Hospital, Waukesha, 
Wisconsin. It would be impossible, 
of course, to start with this ap- 
proach for all purchases, but if a 
few of the major items are selected 
as a beginning, the results will be 
so amazing that it will be found to 
be of increasing value. At the top 
of the sheet, it is suggested that 
the name of the item, the date and 
whether or not the item is pres- 
ently used or merely under con- 


require the 


tion amount of 


quired 


end use to 


sideration be recorded. 

It is not difficult to comprehend 
the many advantages the func- 
tional approach to purchasing has 
in relation to the general opera- 
tion of the hospital, In summary 
they are as follows: 

1. A more accurate evaluation 
can be made of the efficiency 
and economies which the use 
of a given item can effect. 


2. A closer working relation- 
ship builds up with the vari- 
ous department heads and the 
purchasing department. 

Job satisfaction for all con- 
cerned will be greatly im- 
proved. 

Proper focus will be placed 
on the value of the contribu- 
tion of the purchasing agent 
and the services of his entire 
department. a 


Product literature 
available to hospitals 
Following is a listing of pam- 
phlets on medical and surgical 
equipment and techniques avail- 
able to hospital personnel free of 
charge. The coupon provided below 
should be checked to indicate those 
titles being requested. The manu- 
facturer’s name and address then 
will be sent to those requesting it. 
Effectiveness of a Portable Electro- 
static Precipitator in Elimination of 
Environmental Allergens and Control 
of Allergic Symptoms—Results of a 
study of 30 patients suffering from 
asthma, put into a room in which 
a room air cleaner was in use. 
(L12-1) 
Davis and Geck 
(L12-2) 
The Advantages of Smaller Sizes of 
Sutures—(L12-3) 
Suturegrams— (112-4) 
Davis and Geck Comprehensive Line 
of Eye Sutures—(L12-5) 
Dental Sutures for Exodontic Surgery 
(L12-6) 
Surgaloy-Stainless Steel Sutures— 
(L12-7) 
D & G Sutures and Surgical Special- 
ties, Product List June, 1953—(L12- 
8) 
General catalogs and other de- 
scriptive pamphlets on general 
and technical aspects of sutures. 


Suture Manual— 





To learn the names and addresses of manufacturers offering the pam- 

phlets described in this review, simply check the appropriate items 

below, sign, and mail to the Editorial Department, HOSPITALS, 
18 East Division Street, Chicago 10, Illinois. 





Li2- 7 
Li2- 8 
Li2- 9 
L12-10 
Lt2-11 
L12-12 


LI2-1 
LI2-2 
L12-3 
Li2-4 
LI2-5 
L12-6 


L12-19 
L12-20 
L12-21 
L12-22 
L12-23 
L12-24 


L12-13 
L12-14 
L12-15 
LI2-16 
L12-17 
L12-18 





NAME and TITLE 
HOSPITAL 
ADDRESS 


(Please type or print in péncil) 
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Hospital Humidification-Moisture for 
Treatment Without Heat—Catalog of 
portable and permanently-installed 
models of humidifiers. (L12-9) 
Bar-Ray Catalog W-54—A general 
catalog of x-ray accessories, iso- 
tope equipment, radiation protec- 
tion, x-ray film processing sys- 
tems. (L12-10) 
Puritan Gas Therapy Equipment-Cat- 
alog 33—A_ general catalog of 
equipment. (L12-11) 
Blue Print Showing Requirements of 
Sterilization in Pressure Sterilizers— 
This blueprint shows the relation- 
ship of heat and time to complete 
sterilization in presence of mois- 
ture. (L12-12) 
Thromboembolism: Its Prophylaxis 
and Medical Treatment—(1L12-13) 
The New Leg Compression Routine in 
the Prophylaxis of Pulmonary Embo- 
lism—(L12-14) 
Elastic Stockings in the Prevention of 
Pulmonary Embolism: A Preliminary 
Report—(L12-15) 
Elastic Stockings in the Prevention of 
Pulmonary Embolism II. A Progress 
Report-——(L.12-16) 

Reprints of articles on the use of 
elastic stockings. 
The Automatic Seriograph—Brochure 
describing the uses and operation 
of the Universal Automatic Serio- 
graph for automatically-controlled 
serial roentgenography. (L12-17) 
Cenco Laboratory Equipment and Sup- 
plies for 50, 100 and 200 Bed Gen- 
eral Hospitalsk—A general catalog. 
(L12-18) 
Marble Used as a Radiation Shield— 
A complete report on experiments 
conducted to determine the most 
effective and economical protec- 
tion against high-voltage radiation 
of the newest cancer treatment 
machine, the cobalt-60 hectocurie 
teletherapy unit. (L12-19) 
Lifetime Incubators—(L12-20) 
Serological Water Baths—(1L12-21) 

Two bulletins covering incuba- 
paraffin embedding ovens, 
constant temperature serological 
water baths and inspissators. 
Medical Repair Parts—(112-22) 
Medical Gas 
(L12-23) 

General catalogs of Liquid Car- 
bonic equipment. 
Tygon Flexible Plastic Tubing—Book- 
let devoted to a discussion of the 
properties and uses of standard 
Tygon, vinyl plastic materials 
(L12-24) ® 


tors, 


Therapy Equipment— 
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Kodaslide Projector, Master Model: For 
home or office use... lecture hall... or audi- 
torium. Superb lens system. 1000-watt lamp. 
Can deliver more light than any other 2 x 2- 
inch slide projector. 3-way cooling. Priced 
from $169. Case, $50 extra. 


OR—choose one of these 
three Kodaslide Projectors... 


Kodaslide Highlux Ill Projector: Kodak Pro- 
jection Ektanon Lens 5-inch f/3.5 Lumenized. 
300-watt lamp. Slides cooled by blower fan. 
For medium-sized audiences. Price, $54.75. 


Kodaslide Highlux II Projector: (Same as 
Highlux Ill but with 200-watt lamp and with- 
out fan.) Price, $35.35. 


Kodaslide Merit Projector: Same lens equip- 
ment as Highlux models. 150-watt lamp. 
Improved slide feeding. Budget priced, $23.95. 


Prices include Federal Tax where applicable and are 


subject to change without notice 


Lipoma: a close-up, 


To see that they see every detail... 


Show your cases with 


the master projector of them all... 


’ 
Give your audiences extra sharpness with flat, edge-to-edge screen 


definition. Give them rich detail... brilliant color. Give them maxi- 
mum value from every transparency. Give them the advantage of the 


K odaslide projection! 


finest in projection re 
See your Kodak dealer and let him show you the famous Kodak 
line of Kodaslide Projectors or write for literature: 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N.Y. 


Complete line of Kodak Photographic Products for the Medical Profes 
sion includes: cameras and projectors—still- and motion-picture; film 
full-color and black-and-white (including infrared); papers; processing 
chemicals; microfilming equipment and microfilm 


Serving medical progress through 


Photography and Radiography 


Koclauk 


—a trade-mark since 1888 












































Plastering Machine (12A-1) 

Manufacturer's Description: Plaster con- 
taining either portland cement or 
gypsum as the binder and perlite 
or vermiculite as the aggregate is 





type of 
mixer and 


standard 


mixed in any 
power-driven plaster 
then placed in the hopper of the 
plastering machine. The machine 
pumps the wet plaster through a 
rubber hose to the patented spray 
nozzle. At the nozzle, low pressure 
air (from 8 to 15 pounds per sq. 
in.) is introduced, which sprays 
the plaster or concrete into place 
wall or ceiling. A control 
switch is provided at the nozzle 
to start and stop the pump. When 
the pump stops, the air continues 
to flow at the nozzle and sprays 
the plaster that comes out for 3 or 
4 seconds after the pump stops. The 
yds. %” 


on a 


machine sprays 300 sq. 
thick per hour, depending on the 
length of hose and type of aggre- 
gate used. It is 60” long, 42” high 
and 26” wide, weighing 675 pounds, 


cguijiment and sufpily heview 








It is mounted on three roller- 
bearing wheels with solid rubber 
tires. The hose length is 45 feet 
with additional hose supplied on 
order. It has a 3 hp. single-phase, 
220 volt, 60 cycle electric motor 
for driving the pump and a 1 hp. 
single-phase, 220 volt, 60-cycle 
motor for driving the air com- 
pressor. These machines are leased 
by the manufacturer to contractors 
who employ union plasterers. The 
machine relieves the plasterer of 
the laborious work of carrying and 
applying plaster to the wall. 


Multiple creamer jar filler (12A-2) 


Manufacturer's Description: This unit fills 
24 standard 34 ounce coffee cream- 





ers simultaneously in four seconds, 
or 240 creamer jars per minute 
with no spillage or loss of cream. 
A pint of cream poured into the 














| 
To learn the names and addresses of manufacturers of products de- | 
scribed in this review, simply clip, check the appropriate items on this 
coupon, sign, and mail to the Editorial Department, HOSPITALS, 18 
East Division Street, Chicago 10, Illinois. | 
Plastering machine (12A-1) Cystoscopic illuminator (12A-9) | 
Multiple creamer jar filler (12A-2) Portable incinerator (12A-10) 
Contour breast pad (12A-3) Cate ih (12A-tt l 
Cement additive (12A-4) a It) 
Gallon size blender (12A-5) Prescription costing calculator 
Electric-powered burner (12A-6) (12A-12) | 
Hand operating table (12A-7) Booklet ''Concrete for Hospitals" | 
Install-it-yourself pneumatic tubes (124-13) ] 
(12A-8) Portion control scale (12A-14) | 
NAME and TITLE | 
HOSPITAL 
ADDRESS | 
(Please type or print in pencil) | 
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top surface of the filler, divides 
equally into 24 receptacles situated 
directly over each of the creamers 
to be filled. By control of a small 
release plunger, the entire con- 
tents are released, filling the 24 
creamers with an even quantity in 
a single operation. Triple chrome- 
plated racks hold 48 creamers and 
stack easily. The jars are locked 
and firmly secured in the rack to 
prevent chipping or breakage and 
permit washing two entire units of 
48 jars each, in a dishwashing ma- 
chine for mass handling operations. 


Contour Breast Pad (12A-3) . 


Manufacturer's Description: The product 
was designed to solve the problem 
of excessive lactation of nursing 
mothers. It is more effective, more 
comfortable and more economical 
than makeshifts, such as gauze 
pads, etc., for it 
hours of personnel time required 
to manufacture and sterilize make- 
shifts. The pad is anatomically 
shaped to fit the breast with full 
nipple, areola and 
inches in di- 


eliminates the 


coverage of 
adjacent area—3% 
made of soft, non- 
cotton top and _ bottom 
filled with highly ab- 


ameter. It is 
woven 
covering, 














sorbent cellulose. It is non-aller- 


genic, non-irritating and useful 
for application of medication to 
nipples. Its contour shape aids in 
reducing frequency of retracted 
nipple. The pads are packaged in 
boxes of 12, an average day’s 


supply. 












Cement Additive for Increased 


Strength (12A-4) 


Manufacturer's Description: This mate- 
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Meeting 
hospital needs . 
exceeding hospital 


es’ RINE COTTON 
AND 
hettsunccoum pep BLANKETS 


MATTRESS PAD 
New bleached cotton felt pad is seamless, cilts POPULAR 


all one piece. Wears longer: no stitching to “NAPLITE” COTTON BLANKET 
break, no filling to lump. Soft and comfortable, THE LABEL T0 LOOK FOR 


clings to mattress, helps keep bottom sheet ask your distributor The finest quality cotton sheet-blanket 


tucked in. Less bulky: easier to store, handle, Softly napped, extremely strong, comfortably 


launder, dry, keep sanitary. Bias bound, warm. Woven of fine cotton to take hard 


all four sides. Generous length, no shrinkage wear, repeated laundering. Will not stiffen 


in width. Can be washed at any temperature. or shrink out of shape. Ideal as light 


blanket, warm sheet, ether blanket. 


STYLE 1302 


Sizes 17 x 18, 26 x 34 =f z 
12 dozen to carton, 1 dozen to package eT STYLE SF-1300 


Sizes 38 x 72, 38 x 76, 52 x 76 10 standard sizes 
3 «dozen to carton, ¥% dozen to package THE LABEL TO LOOK FOR (3 dozen to carton, % dozen to package 


ask your distributor 


Natural only. Whipped edges. 
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rial is a plastic synthetic resin 
in a specially formulated emulsion 
form, When mixed with water in 
portland mixtures, it increases the 
bonding strength to old cement 
surfaces 300 to 500 times that of 
plain mixtures. It increases the 
abrasion, corrosion and impact re- 
nF © 


sistances of the mixture, Feathered 
edges remain intact. The mixture 
is self-curing—no need to keep it 
moistened during the curing proc- 
ess. One pint is sufficient to mix 
with 20 pounds of prepared cement 
or plaster. It can be used on inside 
and outside walls, basement walls 
and floors, driveways, sidewalks 
and in tuckpointing added to the 
mortar. 


Gallon Size Blender (12A-5) 


Manufacturer's Description: This blender 
is designed for high speed blend- 
ing, pulping and mixing in large 


quantities. It has five speeds and 


operates with automatic push-but- 
ton controls. Speeds range from 
8,000 rpm to 16,000 rpm. The unit 
functions on alternating current of 
115 volts with a 1% hp motor. 


96 


Other features include: a stainless 
steel container with a handle for 
pouring; an easily-removable blade 
assembly; a two-section cover with 
snap-on latches and a removable 
plexiglass lid for sampling and 
adding. The base of the unit, made 
of diecast white enamel, can be 
fastened permanently to a working 
surface. 


Electric-powered Burner (12A-6) 


Manufacturer's Description: This electro- 
powered burner for laboratory use 
is capable of achieving tempera- 
tures of 850°C under continuous 
operation. Operation is clean and 
odorless because heating is ac- 


complished by a stream of hot air; 
and no soot is deposited on the 
heated object. The unit has a high- 
quality heating element, housed 
within a_ porcelain “chimney,” 
mounted on a highly-polished base. 
The spiral interior of the chimney 
is a heat and acid resistant alloy 
which acts as a radiator. Supplied 
complete with base cord and 
switch, for either 110V or 220V AC 
operation, and guaranteed for one 
year. If desired, an optional voltage 
regulator can be supplied. Height 
over-all is 7”, diameter in the base 
is 6”. Requires about 500 watts 
power. 


Hand Operating Table (12A-7) 


This unit 


Manufacturer's Description: 
was designed to eliminate make- 
shift set-up for hand 
Some advantages of the unit are 
it eliminates tension and _ strain 
relieves 


surgery. 


during operations and 


cramped positions of hands, arms 


and shoulders with maximum 
freedom ‘of movement. A pull-out 
instrument board makes it possible 
for the surgeon to select instru- 
ments without looking away from 
focal point of operation. An adjust- 
able leg allows the table to be 
fitted to any operating table level. 


Install-it-yourself Pneumatic Tubes 
(12A-8) 

Manufacturer's Description: This is a 
prefabricated, two-station pneu- 
matic tube system in kit form, that 
can be installed in any type of 
building by regular maintenance 
personnel. Cost of the complete kit, 
which assembles into a two-way 
system connecting points up to 130 
feet apart, is $525, f.o.b. Syracuse, 
N. Y. The system is pre-engineered 
so that the user can lay out and 
install the equipment by following 
the simple instructions provided. 
It can be installed in a variety of 
configurations to connect points on 


rm) 
Pilicse 4 


either the same or different floor 
levels. All equipment is standard 
so that additional parts can be ob- 
tained at any time to extend the 
system. 


Cystoscopic Illuminator (12A-9) 


Manufacturer's Description: Equipped 
with this unit, a cystoscope or sim- 
ilar diagnostic apparatus will have 
its own self-contained, long-life 
source of illumination without the 
need for light connecting cord, 
battery box or any other outside 
source of electric energy. The illu- 
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Three months ago this man 
was a IB patient 


Your purchase of Christmas Seals not only helps prevent tuberculosis, but also helps restore 
TB patients to a completely normal and useful life . . . to their families and to their jobs. 
Christmas Seals work to prevent TB through research, education, and case finding; and in 
many cases to prevail over the effects of TB through programs of rehabilitation. 

To prevent and prevail, send in your contribution 


today, please. 


buy Christmas Seals ore |) 1954 


This : 
salad by H OS Pp | TALS, The Journal of the American Hospital Association 
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minator is a compact, lightweight 
unit that attaches easily to the in- 
strument and is equipped with a 
standard light connector. Its plastic 
“ase contains two powerful mer- 
cury batteries of a newly-devel- 
oped high-capacity type. They 
provide continuous illumination for 
as long as 30 hours and are 
easily replaced. The entire unit 
may be sterilized by immersing in 
a disinfecting solution. 


Portable Incinerator (12A-10) 


Manufacturer's D iption: The basic 
design is suited to the incineration 
of average dry waste. Modifications 
are readily made for disposal of 
pathological waste, garbage and 
other wet refuse. Capacity of three 
standard sizes ranges from 200 to 
450 pounds per hour. The unit fea- 
tures an extra large door that sim- 
plifies charging bulky objects, such 
This 
door is of the counterbalanced, 
split-guillotine type. Other fea- 
tures include a separate settling 
chamber, permanent steel skids, 
top stack outlet that shortens the 
over-all stack length required. 


as large boxes and cartons 


Coin Changer (12A-11) 


Manufacturer's Description: An attrac- 
tive compact unit, this change- 
maker may be easily mounted on 
a stand, a wall or simply placed on 
a counter. Mechanically operated, 
the unit requires no electrical con- 
nections. It is simple to operate and 
includes such features as slug re- 
jector, reinforced lock and heavy 
duty cabinet. It is available in 
three models offering two dimes 
and a nickel for a quarter, five 


nickles for a quarter, and five pen- 
nies for a nickel. The unit lists for 
$89.50. 


Universal Prescription Costing 

and Pricing Calculator (12A-12) 
Manufacturer's Description: This pre- 
scription costing calculator is de- 
signed only to help determine the 
actual break-even cost of each 
prescription filled. The break-even 
cost is the sum of the cost of the 
ingredients, plus the cost of the 
container, plus the cost of labor, 
plus the prescription overhead 
charge. It provides a short-hand 
method of applying sound and ac- 
cepted cost-accounting procedures 
to prescription department opera- 
tion. The break-even cost figures 
given on the calculator are not the 
final price of the prescription to 
the customer. They can, however, 
help to arrive at a more equitable 
price. 


Booklet, Concrete for 

Hospitals" (12A-13) 

Manufacturer's Description: This booklet 
is intended to assist those engaged 


AA 


Concrete for 


Hospitals 


in hospital design and construction 
in securing full benefit from the 
use of structural and architectural 
concrete and concrete masonry. 
Typical examples and design de- 
tails are presented and suggestions 
are offered to illustrate the best 
application of these materials. 


Portion Control Scale (12A-14) 

Manufacturer's Description: This com- 
pact scale, standing 842” high on a 
61%” square base, is suitable for the 
average food operation of any size. 





The vinylite dial measures 32 


ounces in %4-ounce graduations. 
Modern design with accompanying 
ease of cleaning is a feature; large, 
easy-to-read dials have large bold 
numbers for each ounce. Dials are 
easily adjustable to take care of 
tare weight, thereby showing only 
the weight of the actual food por- 
tion. The scale also is availabie in 
a “junior”? model, which measures 
up to 16 ounces. e 
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ASPF TECHNIQUE 


American Sterilizer Pyrogen Free 
© The most modern Hospital Solution Rooms ore planned and equipped by American Sterilizer Company 


at CHARITY HOSPITAL, New Orleans at GEORGIA BAPTIST HOSPITAL, Atlanta 


at CITY HOSPITAL, Winston-Salem 


4 
ad * 
; Dats 
\ 


‘Tiese pictures show modern solution 
room equipment for hospital-made 
solutions in five of the most modern 
installations. Many more hospitals of 
importance throughout the country 
are equipping similar Solution Rooms 


with ASPF equipment. 





Write Dept. HB-12 
A booklet presenting a fuller discussion 


of the ASPF technique for preparation of A M F R | C A N 


LV. solutions in the hospital, is available 


upon request from the American Sterilizer S - E R I L I wf E R 


Company, Erie, Pennsylvania. 
Erie+> Pennsylvania 
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chglncining and tmatmenance 


In building tomorrow’s hospitals, we cannot 


afford to repeat mistakes of the past 


Equipment planning rates 


GUY H. TRIMBLE 


Planning the equipment needs of 
hospitals has been my job for the 
last 20 years. It is an interesting 
field because it reflects advances 
in both the medical and engineer- 
ing sciences. It is an important 
subject because efficient and effec- 
tive hospitals are so dependent on 
good equipment. 

Equipment planning can be di- 
vided, perhaps, into the following 
phases: 

1. Methods of listing equipment 
by categories. 

2. Relating the equipment to the 
planning process, 

3. Decisions on type of equip- 
ment, capacity, etc. 

4. How such decisions may be 
fundamental to the building design. 

5. Budgeting for equipment in 
relation to the project as a whole. 

6. Budgeting for proper distri- 
bution of equipment. 

7. Development of equipment 
needs as related to timely procure- 
ment. 

8. Practical methods for selection 
procedure and specifications. 


CATEGORIES 


When anyone discusses. the 


methods of listing equipment by 
categories, I am always reminded 
of the first sentence in the trans- 
lation of Julius Caesar—‘All Gaul 
is divided in three parts.” All hos- 


Mr. Trimble is chief of the Equipment 
and Supply Branch, Division of Hospital 
Facilities, Public Health Service, Depart- 
ment of Health, Education and Weltare, 
Washington, D. C. This paper is adapted 
from an address prepared by the author 
under the general direction of John W. 
Cronin, M.D., medical director and chief 
of the Division of Hospital Facilities 
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pital equipment is classified simi- 
larly into three groups, the basis 
of classification being the usual 
methods of purchase and suggested 
accounting practices in regard to 
depreciation. 

Briefly, GROUP I EQUIPMENT 
is that which is usually included 
in the construction contract. Ex- 
amples are hospital cabinets and 
counters, laboratory and pharmacy 
cabinets, built-in darkroom equip- 
ment and the like. 

GROUP II EQUIPMENT is de- 
preciable equipment of five years’ 
life or more not normally pur- 
chased through construction con- 
tracts, such as large items of 
furniture and equipment having 
a reasonably - fixed location in 
the building but capable of being 
moved, Examples are furniture, 
surgical apparatus, diagnostic and 
therapeutic equipment. 

GROUP III EQUIPMENT in- 
cludes items that have a life of less 
than five years, normally purchas- 
ed through other than the con- 
struction contract. These are items 
of small cost and suited to store- 
room control, Examples are china- 
ware, silverware, surgical instru- 
ments, sheets, towels, pillowcases 
and the like. 

Group III equipment is often 
considered ‘‘supplies”; current ac- 
counting practices, however, in- 
clude such items as equipment for 
the reason that they have a life 
of not more than five years and are 
not depreciated, therefore, in the 
records of the hospital. If for any 
reason difficulty develops in distin- 


priority 


guishing between group III items 
and supplies, there is what we call 
our “rule-of-thumb basis of deter- 
mination,” which is nothing more 
than determining if the item can 
be used in its origina] state more 
than once. A good example would 
be sheets or towels, which may be 
washed and used again in their 
original state. Another example 
slightly more extreme is the surgi- 
cal needle, which may be sharp- 
ened and re-used. 


RELATING EQUIPMENT TO PLANNING 


In the relation of one thing to 
another, there must be some com- 
mon unit of measurement applic- 
able to each. Such a common unit 
is timing, since it is very impor- 
tant to the over-all planning pro- 
cess and particularly as this relates 
to equipment. 

Before we can take action in 
connection with any work, it is 
necessary to find out what the 
problems are. Our experience in 
the hospital planning field has 
taught us that there are many de- 
cisions that must be made before 
the architect can start any draw- 
ing. This is particularly true of 
Group I Equipment to be built 
in the project. First, we must ana- 
lyze each department of the proj- 
ect and define in writing its func- 
tion. Second, a decision must be 
made as to the services the depart- 
ment will provide. Third, what 
equipment will be required to 
carry out the function and serv- 
ices. This we term as programming 
and planning for equipment needs. 
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Save time and steps for nurses 


with CRANE 


In hospital after hospital, the nursepower shortage has been relieved by the effective use of 


Crane specialized plumbing fixtures. That’s because the 
right fixtures, properly placed, help ease the nursing 
shortage by... 

(1) Removing much lost motion, hundreds of needless steps, 
and many unnecessary tasks from a nurse’s day. 

(2) Aiding in making the profession of nursing more 
attractive by making the work easier, faster, more pleasant. 

Developed with the help of hospital experts to meet 


Crane Hygiene lavatory can be placed “6 : ; . 
a yg Y ke P specific hospital needs, Crane fixtures conform to the best 
in either corner of the patient's room or 


bathroom, or along the wall. in good hospital practice and sound hospital management. 


New Crane fixture encourages patients to care for themselves 


Specially designed for installation in patients’ rooms Crane meets specific hospital needs with specialized 
and wards, Crane’s new Hygiene Lavatory is equipped design. 

with wrist-action Dial-ese controls. And it has an For complete information about this and other 
integral shelf for water pitcher, toilet articles, and Crane specialized hospital equipment, see your Crane 
other patient needs. Branch, Crane Wholesaler or Plumbing Contractor. 


By being conveniently near and easy to use, it is a 
standing invitation to convalescent patients to care 
for themselves instead of ringing for a nurse. €: Fe A N E "is O 
- . 
rhe Hygiene is the only lavatory especially made cunenas, cericim 0 cote wacmiceR ate. cmcene 
for patients’ use, and is a good example of the way VALVES ... FITTINGS ... PIPE PLUMBING AND HEATING 





Describing the functions and 
the services the department will 
provide should not be too difficult. 
The selection of methods, however, 
will tax your professional inge- 
nuity as decisions must be made 
as to the most practical way to ac- 
complish the described functions. 
Don’t overlook the consulting 
service the department heads may 
be able to give. Bear in mind, how- 
ever, that these people may never 
have been called upon before to 
assist with the planning of the 
equipment and services for a de- 
partment. Give them sufficient 
time to do research and study. 


TYPE OF EQUIPMENT 


Consideration of the type of 
equipment, capacity, etc., is so fun- 
damental to the building design, 
particularly the detailed develop- 
ment of departmental plans, that 
it is impossible to separate one 
from the other. We have estab- 
lished the 
method; from this choice, we can 
then determine the work stations 
and floor space needed to carry out 
these functions and, finally, the 
right type, size and capacity of 
equipment necessary to perform 
the jobs successfully. 

There are many factors that 
should be considered in planning 
equipment. The problem of over- 
equipping is nearly as important 
as not enough equipment. This is 
particularly true of the new hos- 
pital. An illustration of over- 
equipping is the inclusion of 
$30,000 worth of kitchen equip- 
ment for a 28-bed hospital. When 
this hospital plan was re-evalu- 
ated, the cost amounted to approx- 
imately $10,000. Such mistakes all 
add up to poor equipment planning 
and the needless expenditure of 
thousands of dollars, which could 
be put to a better use. 


function, service and 


POOR PLANNING REVEALED 


Recently a survey was made of 
new hospital construction in opera- 
tion for more than a year. The 
equipment part of the survey con- 
sisted of four questions: 

1. How much equipment was 
purchased after the hospital 


opened? 
2. How 
purchased but not needed? 
3. How much equipment was un- 
satisfactory? 


much equipment was 
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4. Was additional 
needed? 

When the survey was completed 
and analyzed it was found, in re- 
sponse to the question about equip- 
ment purchased after the hospital 
opened, that 40% of the surgical 
departments purchased equipment 
after the hospital opened. A like 
number of the nursing departments 
purchased equipment after the 
hospital opened, and the same ap- 
plied to 32% of the x-ray depart- 
ment, 32% of the administration 
departments and 30% of the die- 
tary departments. 

Equipment was purchased but 
not needed in 30% of the dietary 
departments, 18% of the surgical 
departments, 17% of the clinical 
laboratories and 12% of the nurs- 
ing departments. 

The dietary departments, in 24% 
of the cases, had purchased unsat- 
isfactory equipment. The same 
applied to 22% of the surgical 
departments, 18% of the nursing 
departments and 12% of the house- 
keeping departments. Concerning 
additional equipment, 19% of the 
administration departments, 18% 
of the surgical departments and 
18% of the dietary departments 
reported the need for additional 
equipment. 


equipment 


FUNDAMENTAL DECISIONS 

Several hospitals reported that 
the method of operation of par- 
ticular departments was changed 
after the hospital was opened, It 
is needless to say that a definite 
program and method of operation 
had not been decided prior to the 
development of the plans. Of all 
the problems that are involved in 
planning a hospital, there appears 
to be no single phase so bereft of 
“know-how” as the planning of 
the hospital equipment. 

In addition to considering the 
adequacy of equipment, we must 
consider also the quality of the 
equipment. This is particularly 
true of built-in equipment such as 
cabinets, counters and the like, 
which we expect to last the life 
of the  building—usually con- 
sidered approximately 50 years. To 
skimp on the quality of this per- 
manent equipment is poor econ- 
omy. 

Particular care should be given 
to the type of cabinets, counters 
and sinks used in the kitchen, 


pantries and utility room. They get 
hard use and must be able to re- 
sist indefinitely the corrosive action 
of foods, chemicals and water. It 
is wise to select materials that will 
withstand such conditions. Every 
consideration, even in view of lim- 
ited funds, should be given the in- 
stallation of corrosion-resisting 
steel cabinets and counters where 
possible. 


EQUIPMENT BUDGETING 


Budgeting for equipment in re- 
lation to the project as a whole is 
not an easy job. All too often, in 
the past, equipment costs have 
been a stumbling block in the es- 
tablishment of a new hospital. 

In the first place, costs generally 
were estimated on a totally-inade- 
quate “rule-of-thumb” basis. How- 
ever carefully construction costs 
might be worked out, it was cus- 
tomary to evade the whole problem 
of accurate estimates for equip- 
ment and simply to add a lump 
sum of 10 per cent of the construc- 
tion estimate. No account was 
taken of the widely-different 
equipment needs of hospitals pro- 
viding different services, or of 
varying costs for the same types 
of equipment according to the 
quality selected for a given insti- 
tution. Inevitably, these estimates 
often proved to be seriously inade- 
quate when the time came to pur- 
chase the equipment. 

Most hospitals, too, have failed 
to set aside a special fund for the 
purchase of equipment. If con- 
struction costs exceeded the esti- 
mates, as often happened, the 
excess was taken from the general 
fund, leaving little or nothing for 
the equipment. In either case, the 
result was the same—unless addi- 
tional funds could be raised, equip- 
ment had to be financed by long- 
term notes or by mortgages. The 
resulting carrying-charges were 
reflected in the cost of operation 
and they saddled the hospital with 
an additional financial burden, 
which it could ill-afford. In con- 
sequence, the quality of patient 
care was reduced. Often it was still 
further reduced by a tendency to 
skimp on both quantity and quality 
of equipment in order to reduce 
the financial burden. 

In building tomorrow’s hospi- 
tals, we cannot afford to re- 
peat these mistakes. Construction, 
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Chamberlin Security Screens can be 
ordered with special emergency re- 
lease permitting instant patient re- 
moval by operation of lock from 
outside building. Special key opens 
all screens from inside 
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Reduce the threat of disaster, too, 


with Chamberlin Security Screens 


You reduce the threat of disaster. 
No grilles, no bars to trap patients in 
case of fire. No stubborn or jammed 
locks to hinder rescue operations. Ex- 
clusive Chamberlin locks permit instant 
patient removal from outside in emer- 
gencies 

You reduce glass breakage. Inside 
mounting of Chamberlin Security 
Screens reduces window-glass breakage, 
cost of glass replacement, patient injury 


You reduce sash repair and paint 
costs. Chamberlin Security Screens 
mounted at recommended distances 
from window help prevent mutilation 
of window frames, sash, paint. 


You reduce grounds maintenance 
costs. Patients can’t throw litter out 
of window, can't store it on window 
sill, can’t receive forbidden objects. 


You eliminate insect screen costs. 
Close-woven, high-tensile-strength wire 
of Chamberlin Security Screens takes 
place of insect screening, withstands 
usual abuse, Admits ample light and air 

Over the years, these savings will 
more than offset your original screen 
costs. Yet they're only a few of the 
savings and services other hospital ad 
ministrators receive every day (see 
right). Let our Hospital Advisory Serv 
ice give you full details. Write today. 


The right screen at the right cost to fit your patients’ needs 


% Wi 





Detention Type Protection Type 


Chamberlin Detention 
Screens provide maxi 
mum detention and pro 
tection. Their heavy steel 
frames wired with high 
tensile-strength wire 
cloth suspended by con 
cealed springs to absorb 
shock, reduce injury to 
both patient and screen 
Chamberlin Protection 
and Safety Screens pro 
vide suitable and eco 
nomical protection for 
non-violent patients 


Safety Type 





QUICK NOTES 


on savings and services 
provided by 


Chamberlin Security Screens 


In the last fourteen years, over 
80,000 Chamberlin Security Screens 
have provided these and additional 
savings and services to hundreds of 
hospitals in almost every state ol 
the U.S 


countries, 


and in numerous foreign 


Chamberlin Security Screens re- 
duce maintenance time, effect 
material savings: Replace heavy 
bars and guards. Replace 
screens. Stop glass breakage and 


imsect 


damage to window frames and sash, 
Reduce painting requirements. Re 
duce grounds maintenance work by 


keeping litter in rooms. 


They reduce cost of medical care 
for physical injury: Prevent sell- 
damage and attacks on attendants 
Prevent cold 


with broken glass 


inducing drafts. Prevent suicide 
attempts by hanging from window 
muntins, grilles, bars. Prevent 


receipt of dangerous pass-in objects. 


They provide more cheerful at- 
mosphere. Supplant depressing 
jail-like bars and grilles. Make room 
interior more homelike; keep build 
Admit 


ing’s exterior uncluttered 


ample light and summer air. 
ae) 


Chamberlin Security Screens sup- 
plement supervision. Special Cham- 
berlin locking device resists tam 
plugging 
Close-woven, high-tensile-strength 


pering and attempts, 
wire mesh foils usual picking and 
prying. Smooth frame edges and 
rounded corners preclude acci 
dental or intentional self-damage, 
Screens can be provided with emer 
gency release permitting instant pa 
tient removal by operation of lock 


from outside, 


Modern institutions turn to — 





— CHAMBERLIN COMPANY OF AMERICA 





c 
~ For modern detention methods 


CHAMBERLIN COMPANY OF AMERICA 


Special Products Division 
1254 LA BROSSE ST. * DETROIT 32, MICH. 


CHAMBERLIN INSTITUTIONAL SERVICES also include Rock Wool Insulation, Metal Weather Strips, Calking, All-Metal Combination Windows, and Insect Screens 
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equipment and operating costs all 
have risen steeply, leaving scant 
margin for error. Few hospitals 
today can rely on large voluntary 
contributions to meet unexpected 
deficits. Those conditions call for 
sound business management all 
down the line. Also, as never be- 
fore, modern medical service de- 
pends upon modern hospital equip- 
ment. Recent years have seen the 
development of advanced technics 
and radically-new procedures. The 
medical graduate of today and his 
older colleague are keenly aware 
of their dependence on _ proper 
equipment and are not willing to 
practice in hospitals where it is 
not available. 

The most practical and most 
nearly-accurate way of preparing 
a budget estimate for equipment 
is to obtain current price quota- 
tions, formal or informal. As a 
guide to developing a list of manu- 
facturers and distributors of hos- 
pital equipment, use of the Hos- 
pital Purchasing File, MacRae’s 
Blue Book and Thomas’ Register 
is recommended, 


BUDGETING FOR DISTRIBUTION 


Budgeting for the proper distri- 
bution of equipment is very impor- 


tant. This problem, like that of 


equipment budgeting, was given 
much consideration in develop- 
ment of the regulations of the Hos- 
pital Survey and Construction Act. 
Regulations require that the equip- 
ment shall be properly appor- 
tioned and budgeted to the various 
services of the facility so that un- 
duly expensive or elaborate equip- 
ment is not provided for some 
services of the project, necessitat- 
ing the use of cheap and inade- 
quate equipment for other services. 
This necessary, 
since all too often some individual 
in the hospital would 
use his position to procure costly 


precaution was 
interested 


equipment for his special interest, 
at the expense of the other depart- 
ments. 

So far, we have talked about 
equipment in general terms and 
more specifically, Group I or built- 
in equipment. Group II and III 
equipment is not to be neglected, 
however. 


TIMELY PROCUREMENT 


For those who expect to be con- 
fronted with the problems of pre- 
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paring an equipment list for a new 
facility or addition, guide ma- 
terial has been developed by the 
Public Health Service that may 
be helpful. Lists of equipment for 
the 25-, 50-, 100- and 200-bed gen- 
eral hospital are available without 
cost. In the interest of promoting 
the development of higher stand- 
ards, it is the intention of the Pub- 
lic Health Service to make sugges- 
tions and disseminate the latest 
information as to current good 
practices in planning and design. 
This guide material is not manda- 
tory; it is suggested only. It has its 
limitations and should be used 
with judgment. Each hospital is 
different and the guide material is 
intended to apply generally but not 
specifically to the situation in the 
individual hospital. 

The equipment list can be used 
as a check list or a point of depar- 
ture for the development of an 
equipment list for any given de- 
partment. 

Begin the equipment planning 
early, as selection, delivery and 
placement of equipment takes 
time. It is evidence of good plan- 
ning to have the equipment ready 
to move in as soon as the building 
is complete. The following method 
for equipping hospitals has been 
used successfully by many hospital 
planners. The steps briefy sum- 
marized are as follows: 

1. Assignment of room numbers. 

2. Preparation of Room Legend 
Sheet. 

3. Group I Equipment check. 

4. Listing of all Group II equip- 
ment. 

5. Listing of all Group III equip- 
ment. 

6. Pricing Groups 
equipment. 

7. Totaling room costs. 

8. Recapitulation costs by de- 
partments. 

Step |. The first step is to famil- 
iarize oneself with the hospital’s 
program of services. For example, 
is an extensive outpatient service 
contemplated? Is dental service to 
be offered? What kinds and ap- 
proximately how many surgical 
operations will be performed? 
What are the doctors’ preferences 
in surgical equipment? How ex- 
tensive will the x-ray work be? 
The answers to these questions 
and many others will delineate the 
hospital’s program of services and 


II and III 


determine the type of equipment 
required. 

Study the architectural plans to 
familiarize yourself with the de- 
sign. Check the plans carefully to 
determine if every room, corridor 
and alcove has been assigned a 
number. Since the hospital is to be 
equipped room by room, it is es- 
sential that no area requiring 
equipment should be omitted. Sup- 
pose, for example, that the oper- 
ating room has been numbered 15, 
yet the adjacent scrub-up alcove 
has not been assigned a number; 
this alcove should then be desig- 
nated 15a. It is necessary to num- 
ber this area because soap and 
possibly alcohol dispensers are re- 
quired here and these items might 
be omitted inadvertently from the 
equipment list if the space is not 
numbered. If the architect has not 
numbered the rooms in the plans, 
the job must be done. The usual 
procedure is to start at a given 
point common to all floors in the 
building and assign numbers in a 
consistent manner, either clockwise 
or counter-clockwise. 

Step 2. The next step is to trans- 
fer the room numbers and room 
titles to a sheet designated as the 
“room legend sheet.” Each room 
should be assigned to a depart- 
ment, to facilitate accruing depart- 
mental cost figures. 

Step 3. Third is a review of the 
plans and specifications, to de- 
termine if all necessary Group I 
fixed equipment is included in the 
construction contract. If essential 
Group I equipment, such as ster- 
ilizers, dietary or laundry equip- 
ment, is not provided under the 
construction contract, it should be 
listed separately and_ provision 
should be made for purchase. In 
many cases, some Group II equip- 
ment is also provided in the gen- 
eral construction contract. Review 
of the plans and specifications pre- 
vents duplication of these items in 
preparation of the group il equip- 
ment list. 

Step 4. Next is a list of all Group 
II equipment required for each 
room. Each room is equipped sep- 
arately in the numerical sequence 
listed on the room legend sheet. At 
this stage, any attempt to visualize 
the hospital as a whole could not 
be successful. Each room must be 
considered separately. The impor- 
tance of equipping rooms in the 
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same order of appearance on the 
room legend sheet cannot be over- 
emphasized. This method will min- 
imize the possibility of omitting 
any necessary equipment from the 
list. Use as a guide the Public 
Health Service’s equipment and 
supply list for general hospitals 
mentioned under the section titled 
“Timely Procurement.” 

Remember that the lists are 
guides and checklists only. Make 
certain that all equipment selected 
will fit into the space allotted on 
t:e hospital plans. Equipment se- 
lection must always be tailored to 
meet the needs of the particular 
hospital, but this does not preclude 
the purchase of standard items, 
which is good economy. There is a 
wide range of choice among stand- 
ard equipment, which enables the 
purchasor to find the item that best 
meets his needs. 

Step 5. Next we list all Group 
III equipment. The Group III 
equipment is not specified sepa- 
rately for each room as was Group 
II, but is listed on a departmental 
basis, such as under administra- 
tion, laboratory, pharmacy, radio- 
graphic, dietary, laundry and 
housekeeping. All group III items 
that will fall into nursing and 
surgical, including surgical instru- 
ments, can be grouped under cen- 
tral sterilizing and supply. 

Step 6. This step consists of 
pricing each item of Group II and 
III equipment. As previously men- 
tioned, the most practical and 
nearly-accurate way of securing 
estimates for equipment is to ob- 
tain current price quotations. 

Step 7. Next the cost of Group 
II equipment is totaled for each 
room and transferred to the room 
legend sheet. The cost of Group III 
equipment is totaled for each de- 
partment and entered at the end 
of the same sheet. 

Step 8. Transfer from the room 
legend sheet to a “recapitulation 
sheet” all the room numbers com- 
prising a department or sub- 
department. The departmental cost 
is determined by totaling on a 
work sheet the combined cost of 
the rooms comprising a department 
or sub-department. The cumula- 
tive costs of Groups II and III 
represent the combined cost of 
Groups II and III equipment for 
each department. The assembled 
data on the recapitulation sheet 
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present a concise picture of the 
equipment budget and its appor- 
tionment among the services of 
the hospital. 


ITEM CARDS 


The selection procedure and spe- 
cifications follow the development 
of the equipment list. A practical 
approach to these problems is first 
to prepare item cards. Each item of 
Group II and III equipment is list- 
ed on a separate card, together 
with the department for which the 
article of equipment is intended. 
These cards may be prepared at 
the time items are designated for 
each room or from the list after 
it is completed. 

The next phase is to consolidate 
the cards by grouping identical 
items and placing on one final card, 
preferably 5 x 8 inches. Suppose 
you have a “kick bucket,” for ex- 
ample, listed on six separate cards 
representing nine buckets in differ- 
ent locations—these can be con- 
solidated onto one final card calling 
ior nine kick buckets and the de- 
partments where they will be used. 
The cards are then grouped by 
types of equipment, such as office 
furniture, medical and _ surgical 
equipment, dietary equipment, 
laboratory equipment, etc. 

The limitation of funds may in 
some instances dictate the quality 
of items to be selected. If such is 
the case, consideration should be 
given to reduction in quantity of 
Group III equipment items rather 
than reduction in quality of Group 
II equipment. The basic approach 
in the selection of equipment 
should not be what can we choose 
among things that are available, 
but rather what are our funda- 
mental First we _ specify 
something to meet conditions as 
fully as possible. Then, if the ideal 
thing is not available, we see 
whether or not we can find some- 
one to make it at a cost to fit our 
pocketbook. 


needs. 


SPECIFICATIONS 


Specifications should be adopted 
for all major pieces of equipment. 
In the adoption of specifications, 
consideration should be given to 
commercial standards published by 
the Commodity Standards Division, 
U. S. Department of Commerce 
Commercial standards are specifi- 
cations: For the most part, they 


are the minimum specifications, 
Those commercial standards of 


special interest to hospitals are the 


result of the group effort of various 
manufacturers, the U. S. Depart- 
ment of Commerce and the Ameri- 
can Hospital Association’s Com- 
mittee on Purchasing, Simplifica- 
tion and Standardization. Before 
being published, they are submit- 
ted to a large number of hospitals 
for checking; and as_ published, 
they represent the best available 
group thinking on specifications for 
hospital equipment and supplies. 
Further, they are kept up-to-date 
every few years. 

Copies are available from the 
U. S. Government Printing Office, 
Washington 25, D. C., at a few 
cents each. 

In addition to commercial stand- 
ards specifications, there are many 
federal specifications that can as- 
sure quality equipment. An index 
of federal specifications also is 
available from the U. S. Govern- 
ment Printing Office. 


COLOR 


Color is an important factor in 
the development of specifications 
This is particularly true in regard 
to bedroom, lobby and office furni- 
ture. Many books and articles have 
been written on the therapeutic 
effect that colors have on patients. 
Many hospital planners specify a 
neutral color for all bedroom 
equipment. A neutral color will 
blend well with most any color 
scheme the contractor uses. Accent 
in decoration may be obtained in 
the color of the draperies and pic- 
tures. One color and standard of 
bedroom furniture result in an 
economy because of the flexibility 
of moving the equipment from one 
room to another if this should be- 
come necessary 

The specifications, in addition to 
quality and design, should contain 
general conditions, such as packing, 
number of days of delivery and the 
method of shipment. Allow plenty 
of time for delivery, particularly 
equipment made of steel. Inspec- 
tion is very important. All equip- 
ment received should be inspected 
to determine if it has been receiv- 
ed in good condition and if it meets 
the specifications, Safe, adequate 
storage of the equipment should be 
provided pending completion of the 
facility. ad 
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Everybody Eats Better-~ 


Thanks to GAS 


Institution feeding calls for more than mere nutrition. 
chools and 


That's one reason why S° many hospitals, $ 
other institutions do all their cooking with Gas—it 
brings out the goodness and appetizing appearance of 
food. It’s also the most economical approach to good 
commercial cooking. SO, good cooks everywhere agree— 
GAS is best for cooking. American Gas Association. 
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a definite WZ and 24icé 


one of the seven factors in- 


M*. CONSTRUCTION, listed as 
herent in good management of 
food services, might well be 
moved to the top of the list, as it is 
the key factor upon which the 
other six factors are dependent. In 
his recent article, Herbert Beach! 
cites factors: purchasing, 
receiving, storing, issuing, food 
cost testing, menu construction and 
control of funds. 

Supervision, although it was not 
included as one of the seven major 
factors in good food service man- 
agement, is clearly explained in 
Mr. Beach’s description of basic 
principles to be practiced every 
day. “There is no food control sys- 
tem that will provide an automatic 
golden road to success. Constant 
attention to the most minute de- 
tails is required daily.” 

Menu planning is one area in 
which there is particular need for 
attention to minute details. To pro- 
duce a nutritionally-adequate, ac- 
ceptable menu, the menu planner 
needs scientific knowledge of good 
management, plus 
the imagination to visualize inter- 
esting and attractive food combi- 


seven 


nutrition and 


nations. 

The dietitian must have close 
communication with the patients 
and personnel to be fed, thorough 
understanding of the employee 
work force and their potential 
abilities, and a knowledge of the 
available facilities in order to dis- 
tribute the work load properly. 

The menu planner must keep in 
mind the following goals and ob- 
jectives: 


Note: “Planning the Master Menu," an 
outline prepared by Margaret Dykes, die- 
tary consultant of the Georgia Department 
of Health, was used in the preparation of 
this material. 

1. Herbert Beach, “What Can a Food 
Control Program Do for the Restaurant 
Operator,’’ The American Restaurant Mag- 
azine, XXXVIII (July, 1954), 50. 
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for 


1. To serve appetizing and nour- 
ishing meals to patients and per- 
sonnel, 

2. To modify diets served to pa- 
tients who require them because of 
their particular physical condition. 

3. To provide good food as eco- 
nomically and efficiently as pos- 
sible. 

4. To maintain good personnel 
relations. 

5. To create good public rela- 
tions. 


MASTER MENU 


Preparation and use of a master 
menu is one of the best ways to 
achieve the above objectives. Once 
a master menu is perfected for the 
general diet, it can be adapted to 
modified diets. It makes it easier 
for the dietitian to operate within 
the -budget. She can set up a 
systematic plan for employee per- 
formance with consideration given 


WMipild 


to the number and skill of em- 
ployees, available equipment and 
time involved in preparation and 
service. 
Advance 
provide enough time for careful 


menu planning will 
evaluation of the menu and the 
necessary adjustments in the menu 
to meet the needs of the particular 


hospital 


PLANNING CENTER 


Inasmuch as menu planning and 
checking is a continuous process, it 
is most important that the dietitian 
have a suitable place to prepare 
the menus. Transferring reference 
material from place to place is 
neither efficient nor practical, and 
may contribute to poor menu con- 
struction. Thus a menu planning 
center should be provided in quiet 
surroundings, with interruptions 
kept to a minimum 


This center may be a separate 





color and temperature? 


hospital? 


palatable? 


meals planned? 


the modified diets? 


when he receives these meals? 





DIETITIAN’S CHECKLIST FOR EVALUATING MENUS 


1. Is each menu nutritionally adequate with variety in flavor, form, 
2. Does each day's menu fit the menu pattern established at the 
3. Does the cost of the menvs remain within my allotted budget? 
Can | afford the foods that | have planned or did | pinch pennies to 
the extent that the meals are no longer satisfying, appealing and 
4. Do | have enough trained personnel to prepare and serve the 
5. Will it be easy for me to adjust the master menu to provide for 
6. Have | made a genuine effort to get patient and personnel reac- 
tion to the meals served and incorporated their suggestions if possible? 


7. Can | visualize the facial expression of patient and employee 


8. Would | enjoy the meals that | have planned? 











room set aside as part of the food 
control system or an alcove in the 
dietitian’s office. It should be con- 
veniently arranged and equipped 
with adequate table space, shelves 
and cabinets for the ease and con- 
venience of the person using the 
materials. 


SOURCE MATERIALS 


The menu planning center should 
be complete with source materials 
that are well-organized and readi- 
ly available. Some of the materials 
that should be included are: ref- 


erence books on nutrition, diet 
manuals, index of menu items pre- 
viously served, standardized recipe 
file, menu suggestion lists and an 
up-to-date report of supplies on 
hand. 

Reference books by recognized 
authorities should be available for 
quick reference when there is 
the slightest doubt about food re- 
quirements. The recommended 
minimal daily food allowances, ap- 
proved by the National Research 
Council 
standards to be followed. 


last year, establish the 





WHITE CROSS HOSPITAL COLUMBUS, OHIO 


patients and White Cross 
Hospital like Van Kitchen 


@ Both the patients and the administration of White Cross Hos- 
pital, Columbus, Ohio, are delighted with the results that stem 
from this gleaming stainless kitchen serving five floors of one wing. 
@ Now that equipment of the vintage of 25 years ago has been 
replaced with the most modern Van so well knows how to design, 
fabricate and install, trays arrive at the bedside with foods and 
beverages fresh or hot as the patients like them. A duplicate tray 
service unit will soon be installed in the other wing, 

@ When you need kitchen equipment, call Van and tap its unique 


century of experience. 


ho john Van Range @ 





EQUIPMENT FOR THE PREPARATION AND SERVING OF FOOD 


Branches in Principal Cities 


224-244 EGGLESTON AVENUE 
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Diet manuals from authoritative 
sources can be used as guides in 
menu planning. Many state health 
departments and state dietetic as- 
sociations have prepared and 
standardized diet manuals to meet 
the specific needs of their local 
areas. It is customary in large hos- 
pitals for a diet manual to be de- 
veloped and jointly approved by a 
committee of the medical and di- 
etary staffs. 


MENU ITEM INDEX 


At the planning center there 
should also be an index of food 
items previously served on the 
general and frequently prepared 
modified diets. This list can be 
compiled by using a_ loose-leaf 
notebook with tab indexes. Each 
tab will denote a different food 
classification. The index should be 
keyed to one’s own recipe classi- 
fication system or to the AHA 
Master Menu numbering system, 
if the Association’s service is used 
at the hospital. 


STANDARDIZED RECIPES 


Copies of all recipes standard- 
ized to meet the particular needs 
of the hospital also should be at 
hand for ready reference. These 
recipes contain complete directions 
for quantity and quality of food to 
be prepared, the yield, preparation 
and service procedures, equipment 
to use and cost per portion. These 
recipes will have been tested and 
proved accurate and their accept- 
ance and popularity will have been 
established. 

Standardized quantity recipe files 
and quantity recipe books from 
other reliable sources should be 
available for the menu planner. 

Other helpful sources of infor- 
mation in menu planning are sug- 
gestion lists for holiday and spe- 
cial occasion menus, garnishes and 
artistic arrangements of foods. 

Menus published in professional 
and household magazines and 
newspaper food sections suggest 
new ideas and market information. 
Recipe pamphlets and leaflets, pre- 
pared and distributed without 
charge by food and equipment 
suppliers, can be filed alphabetical- 
ly for easy reference. 

Inventory of food supplies on 
hand may be simply a list, from 
the food stores, of the supplies on 
hand at the end of the month. If a 
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On the sunny side of the cold 
season is the healthful nutrition 
of this wholesome giant of the 
citrus family. Aiding those who 
are deficient in vitamin C is a 
nutritional task for which grape- 
fruit is well equipped by nature. 
Its luscious flavor tempts 
patients to eat and drink large 
quantities as an aid in the 
dietary management of many 
febrile diseases. 


FLORIDA CITRUS COMMISSION 
LAKELAND, FLORIDA 


Mineral and Vitamin Values 
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perpetual inventory file is main- 
tained, it can be mounted on 
wheels for easy transportation to 
the menu planning center. 


MENU POLICY 


A predetermined menu policy 
establishing the menu plan should 
be mounted in a conspicuous place 
in the menu planning center. This 
policy serves as the pattern for 
each meal and each day’s menu. 
Today’s trend suggests considering 
the selective and the cycle menu 
in determining or revising menu 
policies. 

A printed or mimeographed 
menu form makes for uniformity 
and saves time. It is important 
that the form is large enough for 
clear, easy recording and reading, 
and the forms may be put up in 
pad form for orderly use. 


FOOD BUDGET 
The carefully-prepared food 
budget for each accounting period 
serves as road map to guide the 
menu planner. The up-to-date con- 
troller thinks in terms of the cost 
of the food that will be served to- 
morrow, rather than in the cost of 
food served yesterday. 
Pre-costing the menus is the 
modern method of accounting con- 
trol. When the dietitian pre-costs 
the menus on the basis of the 
portion 
cost, she will find that yesterday’s 
food costs are of less concern to 
her; for she will soon learn that 
she is actually keeping within her 
allotted budget. 


established standardized 


MENU CONSTRUCTION 


Equipped with the proper source 
materials in an adequate meal 
planning center, the dietitian is 
ready to write the master menu. 
One of the most important con- 
siderations in writing menus is to 
select foods that the patients and 
personnel will like. It has been 
said that we eat with our eyes first. 
The aroma of food is probably the 
second sensory impulse to reach 
us. Variety of color, texture, flavor, 
form, method of preparation and 
temperature should be provided in 
each menu. 


MENU EVALUATION 


A set of menus for any given 
period are not complete until they 
have been carefully reviewed for 


110 


nutritional adequacy and eye and 
taste appeal. (See chart on page 
107 for dietitian’s checklist for 
evaluating menus.) 

In the final analysis, successful 
menu planning like successful food 
management is dependent upon the 
knowledge and cooperation of all 
persons involved. The more knowl- 


edge and organized information 
used, the better and more satisfy- 
ing are the results. Allocating space 
and devoting time to plan and es- 
tablish a well-organized center for 
menu planning can be a factor of 
considerable influence on the qual- 
ity and cost of hospital food. — 
IsoLA D. ROBINSON. ® 


many hands assist 


SMALL HOSPITAL DIETARY DEPARTMENTS 


one of the many groups lend- 
ing a helping hand in providing 
and improving the dietary service 
in the nation’s small hospitals. 

In many of the 4,260 hospitals 
under 100 beds, the services of a 
fulltime dietitian are not available. 
Lack of professionally qualified 
dietitians and budgetary restric- 
tions are two important factors 
that influence the amount of pro- 
fessional assistance given in these 
dietary departments. 

In a recent survey,' 25 state 
dietetic associations reported on 
the various services that they are 
rendering to the small hospital 
without a dietitian. 


pew DIETETIC associations are 


DIET MANUALS 


The following states have pre- 
pared diet manuals for use in small 
hospitals: Georgia, Idaho, Loui- 
siana, Maine, Minnesota, Missis- 
sippi, Montana, Oklahoma and 
Texas. In Georgia, the state de- 
partment of health, the state med- 
ical association and the Atlanta 
Dietetic Association cooperated 
with the Georgia Dietetic Associa- 
tion in the compilation, publication 
and distribution of a diet manual. 
Copies of this publication were 
sent free of charge to all small hos- 


1. Survey of state dietetic association 
services for small hospitals, conducted by 
Mrs. Cora E, Kusner, chairman, Food Ad- 
ministration Section, The American Die- 
tetic Association. Report presented before 
Joint Committee of the American Hospital 
Association and The American Dietetic 
Association, June 7, 1954. 


pitals, nursing homes and physi- 
cians on the medical staffs of small 
hospitals in Georgia. 

In Minnesota the state dietetic 
association prepared the manual 
and the state department of health 
distributed it. The state dietetic 
association is doing cost analyses 
of the diets prescribed in the man- 
ual. This information will be given 
to the Minnesota Department of 
Public Welfare for use in author- 
izing additional funds for persons 
on modified diets who require 
public assistance. 


BOOKLETS 


The Illinois, Nebraska and Mary- 
land dietetic groups have pub- 
lished booklets of great help to the 
small hospital dietary service. The 
Maryland Dietetic Association’s 
diet therapy section prepared a 
booklet, Low Sodium Diets, which 
included recipes, and sent it to all 
hospitals in the state. Suggested 
Equipment for Small Hospital Di- 
etary Department is the title of the 
Illinois Dietetic Association’s re- 
cent publication. Several years 
ago, the booklet, Food After Fifty, 
was prepared and distributed by 
the Nebraska Dietetic Association. 


WORKSHOPS 


Fourteen state dietetic associ- 
ations have conducted workshops 
for food service supervisors and 
workers in small hospitals. In 
Connecticut, for example, the state 
dietetic association and state health 
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SWISS STEAKS: 
Tender and flavorful 
Available: 3, 4, and 
5 oz. Per oz. cost: 6 
to 8c depending on 
quality desired 


. with Pfaelzer Brothers 


Portion-Ready Meats — 


Portion-Perfect! ... for Perfect Portion Control 


SAVE on portioning! 


P.B. Portion-Ready Meats are ready to cook and 
serve when received. Yogi et 
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@ cost conrrou SAVE on handling! 


DEPENDABLE QUALITY! (1 P.B. Portion-Ready Meats are conveniently 


Gy 97 packed in compact, light-weight, 10 Ib. cartons 
G@, NVENTORY CONTROL! : .. that are easier to check in, store and transfer. 


@ WASTE ELIMINATION! You save time, effort and man-hours. | 
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NEW FREE 
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sf 


Tells how to achieve maximum efficiency in your 
food department. Available on request. Send 
for your copy today! 939 West 37th Place » Union Stock Yards * Chicago 9, Illinois 


PFAELZER BROTHERS’ Portion-Ready Meats give you the RESULTS you want... the CONTROLS you need! 
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department co-sponsored a one- 
food service workshop for 
employees in chronic and convales- 
cent hospitals. The third annual 
food service institute, sponsored by 
the Mississippi Hospital Associa- 
tion and the Mississippi State Col- 
lege, was well-attended at Jackson 
in April. Last June the Kansas 
Dietetic and Hospital Associations 
held their fourth annual workshop 
for cooks. In the same month in 
North Carolina the state dietetic, 
hospital and board of health groups 
held their second annual food serv- 
ice institute. Georgia has recently 
completed a series of institutes for 
food service personne! at five loca- 


day, 


The Maine 


hospital. 


employ a 
nutritionist 


Service for Small 


MT 


tions in the state. These were spon- 
sored by the Georgia Hospital As- 
sociation and the Georgia Depart- 
ment of Public Health. 


and Washington? 
State Dietetic Associations publish 
monthly bulletins with timely food 
service tips, articles, menus and 
recipe suggestions for the small 


Many state health departments 
dietary 
who provides 
needed assistance in solving many 
2. Dorothy I. Anderson, “Special Dietary 


Hospitals,” 
XXVII (January, 1953), 114. 


of the dietary problems in small 
hospitals. 

In Illinois, Michigan and Oregon, 
two or three hosptals within a 50- 
mile radius are sharing the serv- 
ices of a professionally qualified 
dietitian.* 

Although many state 
groups are not providing regularly 
any of these specific services to 
small hospitals, several of them re- 
ported individual members are 
giving considerable assistance in 
selection of equipment, food prep- 
aration and service, when they are 
called upon to do so. 


BULLETINS 


9 


dietetic 


consultant or 


much 


HOSPITALS, 3. Thelma Pollen, “The Shared Dieti- 


tian,’’ Hospirats (May, 1954), 108 


Master Menus for January 


rYN\HE NORMAL diet (items in bold face type in the 

Master Menu) is the basis for all meals served in 
the hospital. It is planned to meet the recommended 
dietary allowances for healthy persons. 

Therapeutic diets are modifications of the normal 
diet. These modifications include selection of the same 
food items as those on the normal diet but with a dif- 
ferent consistency or prepared by a different method. 
Often substitution of an entirely different item than 
the one on the general diet is necessary due to the 
elements in the food’s composition and/or the caloric 
content of the individual item or the diet as a whole. 

Modified diets included in this series are the soft, 
full liquid, high protein, high calorie, low calorie, 
low fat and measured or weighed. 

The Master Menu kits, containing wall cards, trans- 
fer slips, Master Menu Diet Manual and directions for 
using the service, are available to users of the menu. 


January 1 26. Cold roast beef 
y 27. baked potato 


1. Fresh pear 28. Wax beans 
2. Orange juice Celery and carrot curls 
3. Oatmeal or crisp rice cereal 
4. Soft cooked egg 

5. Bacon 

6. Peean roll 


Orange ambrosia with 
shredded fresh coconut 
Orange rennet custard 
Orange rennet custard 
14. Orange sections with 
fresh mint garnish 
Grapeade 
Corn muffins 


Shrimp cocktall 
(Consomme for Soft and 
Liquid Diets) 

Crisp Crackers Tv 

Roast duckling with apple 
raisin dressing 

Roast turkey 

Candied sweet potatoes 

Riced potatoes 

Gireen peas 

Green peas 

Celery cabbage salad 

*iquant dressing 


January 2 
Orange halves 
Orange juice 
Corn finkes or rolled wheat 
Scrambled egg 
Grilled turkey livers 
Toast 


French onion soup 

Saltines 

Country fried steak 

Broiled steak 

New potatoes in cream 
sauce 

New potatoes 

3. Senlloped corn 

Quartered carrots 

Tossed salad 

French dressing 

Gingerbread with whipped 
cream 

Chocolate pudding with 
whipped cream 


with egg nog snuce 

Vanilla ice cream 

Vanilla ice cream 

Unsweetened canned 
peaches 

Cranberry and apple juice 

Chicken velvet soup 

Melba toast 

Individual baked ham 
loaves—pimiento cream 
snuce and watermelon 
pickle 

Baked cheese sandwich 
currant jelly garnish 


19 
20 


21. Grapefruit juice 


. Chicken chow mein on rice 


January 3 
. Bananas 


3. Puffed wheat or brown 


i}. Toast 


. Serambled egg 


The kits are priced at $2 and may be secured by 
writing the Editorial Department of HosPITALs. Single 
copies of the manual are $1.50. The Master Menu 
Food Purchasing Guide, an aid in planning food pur- 
chases, preparation and standardization of 
serving portions, can be purchased at $1.75 a copy. 


orders 


Summary of Dinner Meats 


Dates on menu Total 
January 2-5-13-17-20-25-27-30 8 
January 6-12-22 
January 3-11-29 
January 4-10-15-23-31 
January 1-9-16-19-24 
January 7-14-21-28 
January 8-18-26 


Dinner Meat 
Beef 

Veal 

Lamb 

Pork 

Poultry 

Fish 

Variety Meats 


Saltine 
. Roast leg of lamb 
Roast leg of lamb 
Mashed potatoes 
Whipped potatoes 
3. Sauteed parsnips 
Julienne beets 
Mixed green salad 
French dressing 
Lattice rhubarb and 
strawberry pie 
Lemon snow pudding with 
custard sauce 
Lemon snow pudding 
Unsweetened canned pears 
Orange juice 


Whipped cherry gelatin 
Unsweetened canned 
boysenberries 


Old-fashioned potato soup 
Crisp crackers 


with crisp noodles 
Baked veal patties 

chopped spinach 
Baked veal patties 

chopped spinach 
Baked noodles in broth 


Romaine and egg salad 
. nte dressing 

Fresh pineapple cup— 
chocolate chip cookies 

Tinted pear and rice 
compote 

Chocolate pudding 

Fresh pineapple 

Apricot nectar 

Parker House rolls 


Cream of chicken soup 
3. Crisp crackers 
. Casserole of sweetbreads 
and mushrooms 
Creamed sweetbreads 
Cold sliced veal 
New potatoes 
Sliced carrots 
Grapefruit and red apple 
salad 
French dressing 
Blueberry pudding 
2. Sliced banana in cranberry 
juice 
Raspberry gelatin with 
custard sauce 
Unsweetened canned plums 
Fruitade 
Bread 


Blended citrus juice 
granular wheat cereal 


Link sausages 


Vegetable soup 
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Look over the shoulder of 
TOP OPERATORS... you'll find more and more who seek 
greater dependability and lower costs... 





TOPS IN EFFICIENCY... “hy 
TOLEDO Conveyor Pre-Wash 
DISHWASHERS 








Sans 


G9, 
SERVICE 


Factory-Trained 
200 Cities 
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GET THE FACTS ON CONVEYOR AND DOOR TYPE 
DISHWASHERS, DISPOSERS AND FOOD MACHINES. 
WRITE TODAY FOR CONDENSED CATALOG SD-3821 


TOLEDO SCALE COMPANY 
ROCHESTER DIVISION 


245 HOLLENBECK ST., ROCHESTER, N.Y. 





January 4 


Grapefruit 

Blended citrus juice 

Crisp rice cereal or hominy 
Soft cooked egg 

Bacon 

Cinnamon toast 


Vegetable soup 

Crisp crackers 

Baked glazed Canadian 
bacon 

Broiled lamb chop 

Baked sweetpotato 

New potatoes 

Diced summer squash 

Diced summer squash 

Banana and cherry salad 

Cream mayonnaise 

Peppermint stick ice cream 

Peppermint stick ice cream 

Lime ice 

Unsweetened Royal Anne 
cherries 

Orange juice 


Corn chowder 

Saltines 

Open hamburger steak 
sand wich—cole slaw 

Chopped beefsteak 

Chopped beefsteak 

Riced potatoes 


peas 


peas 


Sliced tomato salad 

French dressing 

Pear and apricot hal ves— 
oatmeal cookies 

Canned peeled apricots 

Baked custard 

Unsweetened canned 
apricots 

Pineapple juice 


January 5 


Orange juice 

Orange juice 

Rolled wheat or corn 
flnkes 

Poached egg 

Bacon 

Toast 


Beef noodle soup 

Saltines 

Meat pie with peas, biscuit 
topping 

Broiled perch fillets 


Potato balls 

Sliced new beets 

Sliced new beets 

Stuffed prun nlad 

French dressing 

Apple crisp with whipped 
cream 

Sliced pear gelatin with 
whipped cream 

Orange gelatin cubes 

Orange and banana cup 

Grapefruit juice 


Cream of ton 

Cr tons 

Potato salad on lettuce— 
deviled eggs 

Creamed eggs on toast 

Cottage cheese 

Baked potato 

Asparagus tips 

Carrot sticks 


Jelly roll 

Royal Anne cherries 

Vanilla blanc mange 

Unsweetened pear and 
plum compote 

Frulitade 

Bread 


January 6 


Banana 

Tomato juice 

Wheat and barley kernels 
or farina 

Scrambled eae 

Link sausages 

Toast 


Lentil soup 

Crisp crackers 

Roast leg of veal with 
dressing 

Roast leg of veal 

Oven-browned potatoes 

Steamed potatoes 

Diced celery and pimiento 

CGireen beans 

Orange slices on endive 
antad 


Diced avocado dressing 
Raspberry sherbet 
Raspberry sherbet 
Raspberry ice 

Half grapefruit 
Blended citrus juice 


Cream of mushroom soup 

Saltines 

Spanish rice with crisp 
bacon 

Crisp bacon 

Cold roast lamb 

Rice with tomato puree 

Spinach with lemon 

Celery sticks 


Fresh pineapple cup 
Canned peaches 
Cherry gelatin 
Fresh pineapple cup 
Grape juice 

Crisp dinner rolls 


January 7 


Orange slices 

Apricot nectar and lemon 
juice 

Oatmeal or crisp rice cereal 

Poached egg 

sacon 


Wheat muffins 


Clam chowder 

Oyster crackers 

Golden brown flounder 
filleta—tartar sauce 

Broiled flounder fillets 

Fluffy mashed potatoes 

Riced potatoes 

Frozen Lima beans 

Diced beets 

Tossed salad 

Vinegar-oil dressing 

Strawberry shortcake 

Sliced banana in orange 
juice 

Strawberry gelatin cubes 

Strawberry and banana 
cup 

Limeade 


Cream of celery soup 

Melba toast 

Salmon timbales with 
mushroom cream sauce 

Creamed salmon 

Poached salmon 

Baked potato 

Green peas 

Grapefruit and red apple 
section salnd 

Fruit salad dressing 

Cup cakes with coconut 
frosting 

Prune whip 

Vanilla rennet-custard 

Unsweetened canned 
plums 

Pineapple juice 

Bread 


January 8 


Blended citrus juice 
Blended citrus juice 
Puffed rice or rolled wheat 
Soft cooked egg 

Bacon 

Toast 


Vegetable soup 

Crisp crackers 

Braised liver 

Pan-broiled liver 

New potatoes in cream 

New potatoes 

Whole kernel corn 

Spinach with lemon 

Cabbage and raisin salad 

Sour cream dressing 

Baked cherry cobbler with 
whipped cream 

Apricot whip—sugar 
cookies 

Cherry sponge 

Fresh fruit cup 

Grapefruit juice 


Cream of corn soup 

Toast sticks 

Brolled ham—spiced peach 
—baked noodles 

Eiscalloped noodles with 
spiced peach-——asparagus 

Baked veal chop ewed 
tomatoes 

Noodles (omit on Soft Diet) 

Asparagus salad 

Vinaigrette dressing 


Orange marmalade bread 
pudding with orange 
sauce 

Applesauce 

Baked custard 

Fresh apple 

Mixed fruit juice 

Bread 


January 9 


1. Sliced banana 
2. Grapefruit juice 
3. Farina or shredded wheat 
4. Serambled egg (omit on 
Normal Diet) 
Link sausages 
Griddle cakes—syrup— 
snusages 


Alphabet soup 
Saltines 
Roast chicken with 
dressing 
Roast chicken 
Mashed potatoes 
Riced potatoes 
Sliced carrots 
Sliced carrots 
Molded ginger ale fruit 
salad 
Cream mayonnaise 
Coffee ice cream 
Coffee ice cream 
Lime ice 


Grapefruit and strawberry 


eup 
Orange juice 


Old-fashioned navy bean 
soup 

Crisp crackers 

Omelet—jJelly 

Omelet jelly 

Omelet 

tjaked potato 

Green beans 

Sliced tomato salad 

Russian dressing 

Canned pears—date 
cookies 

Canned pears 

Spanish cream with jelly 

Unsweetened canned 
pears 

Pineapple juice 

Toasted French bread 


January 10 


1. Orange halves 

2. Orange juice 

3. Corn flakes or brown 
ular wheat cereal 


Raisin toast 


Julienne vegetable soup 
Crisp crackers 

Roast pork 

Broiled veal pattie 

Brown rice 

Brown rice 

Stewed tomatoes 
Green peas 


Waldorf salad 


Pu phin chiffon pie 
Caramel cup custard 
Strawberry gelatin 
Unsweetened canned 
peaches 
Grapefruit juice 


Mulligatawny soup 

Saltines 

Meat balls with brown 
mushroom sauce 

Minced beef 

Broiled steak 

Parsley potato balls 

Patty pan squash 

Head lettuce salad 

Blue cheese dressing 

Pineapple, apricot and 
plum compote 

Canned peaches 

Caramel cup custard 

Unsweetened canned fruit 
cocktail 

Grape juice 


36. Hot rolls 


January 11 


Stewed apricots 

Apricot nectar 

Oatmeal or wheat flakes 
Scrambled egg 

Grilled Canadian bacon 


Toast 
Frosted orange juice 


Lamb shoulder with vege- 
tables in casserole 
Roast lamb 


Riced potatoes 
Broccoli 
Julienne beets 
Tomato salad 
Mayonnaise 
Graham cracker pine- 
apple pudding 
Creamy rice pudding 
Pineapple whip 
Fresh pineapple cup 
Bouillon 


Beef noodle soup 

Whole wheat wafers 

Chicken a la king on 
Holland rusks 

Creamed chicken 

Hot sliced chicken 

taked potatoes 

Sliced carrots 

Pink grapefruit section 
salad 

French dressing 

Burnt sugar layer cake 

toyal Anne cherries 

jaked custard 

Unsweetened canned 
cherries 

Tomato juice 

Bread 


January 12 


cocotecocenonets 


es | 


yen 


Blended citrus juice 
Blended citrus juice 
Puffed wheat or farina 
Poached egg 

Bacon 

Bran muffins 


Consomme 

Whole wheat crackers 

Stuffed breast of veal 

Roast vea 

Oven-browned parsnips 

Paprika potatoes 

Green beans 

Green beans 

Molded cranberry, apple 
and almond salad 

Cream mayonnaise 

Rhubarb seca p in 
whipped cream 

Chocolate pudding 

Whipped lime gelatin 

Unsweetened canned fruit 
cocktai 

Grapefruit juice 


Scotch barley soup 

Crisp crackers 

Pear, pineapple, peach, 
fig and strawberry salad 
—cream cheese nut 
bread sandwiches 

Broiled chopped steak 
asparagus 

Broiled chopped steak 
broiled tomato slices 

Stuffed baked potatoes 


Celery hearts 


Chocolate cream pie 
janana and orange cup 

Chocolate pudding 

Orange and strawberry 
cup 

Apricot nectar 


January 13 


1. 


9 
9 
oO 


Sliced bananas 

Grapefruit juice 

Rolled wheat or crisp rice 
cereal 

Soft cooked egg 

Link sausages 

Sweet rolls 


Tomato juice 


Braised pot roast with 
vegetable gravy 

Pot roast of beef 

Mashed potatoes 

Riced potatoes 

Breaded eggplant 

Quartered carrots 

Endive and julienne beet 
salad 
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PREMIUM SALTINE CRACKERS - 
baked by NABISCO 


ideal with chili! 


oct nf ly fig adectg 
whew you sewe 


“NABISCO INDIVIDUALS» 


1 Cut handling costs 4 Low cost per serving 
2 Have less breakage 5 Top-quality crackers 
3 Crackers always fresh 6 Close portion control 


National Biscuit Co., Dept. 26, 449 W. 14th St., New York 14, N. ¥ 
Kindly send free samples and new booklet ““America’ 

Name 

Organization 

Address 


City 
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*Snowflake Saltine Crackers 
in the Pacific States 
other famous 
“NABISCO INDIVIDUALS” 


FOUNTAIN TREATS 


less than 
1%s¢ per Ass 
serving “ 


coool DANDY OYSTER 
CRACKERS 


less than 
( rN wr 2¢ per 


serving 


l¢ per 
serving 


bowed with + alads 





Fresh horseradish 
dressing 

Hot fudge sundae 

Canned peach with 
lemon ice 

Lemon ice 

Unsweetened canned 
peaches 

Chicken broth 


Cream of mushroom soup 

Melba tonst 

Canadian bacon—split 
baked potato with thin 
cheese snuce 

Bacon—-baked 
cheese sauce 

Broiled lamb chop 

New potatoes (omit on 
Soft Diet) 

Fresh spinach 

Sliced orange salad 

Clear French dressing 

Coffee gelatin with 
whipped cream 

Coffee gelatin 

Coffee gelatin 

Unsweetened canned 
boysenberrle 8 

Mixed fruit juices 

Hot biscuits with honey 


potato with 


January 14 


Grapefruit 

Orange juice 

Corn flakes or brown 
granular wheat cereal 

Scrambled exe 

Bacon 

Hot cross buns 


Clam chowder 

Oyster crackers 

Pan-fried red snapper 
filletsa—tartar sauce 
srolled red snapper fillets 

Scalloped potatoes 

lattice sliced potatoes 

Green peas 

(Gireen peas 

Spring salad bowl 

Savory French dressing 

Lemon meringue bread 
pudding 

Lemon meringue 
pudding 

Strawberry gelatin 

Fresh strawberries 

Blended citrus juice 


bread 


Cream of spinach soup 

Croutons 

Baked codfish loaf with 
exe snuce—potato sticks 

Eges goldenrod 

Cottage cheese on lettuce 


. Cold roast lamb 


Noodles 

Sliced carrots 

Escarole and cress salad 

Russian dressing 

Marble cake with 
chocolate frosting 

Canned pears 

Chocolate blanc mange 

Unsweetened canned pears 

Consomme 

Bread 


January 16 


Orange slices 


. Orange juice 


Wheat finkes or ontmeanl 
Soft cooked egg 

Bacon 

Cinnamon toast 


. Consomme with custard 


cubes 

Saltines 

Broiled chicken 

Roast chicken 

New potatoes in cream 

New potatoes 

Fresh asparagus 

Fresh asparagus 

Spiced peach and ripe 
olive salad 

Fruit salad dressing 

English toffee ice cream 

Raspberry sherbet 

Raspberry sherbet 

Half grapefruit 

Blended citrus juice 

Cream of corn soup 

Crisp crackers 

Cold sitced ham and cheese 
—deviled exg—tomato 
slice—potato chips 

Minced lamb en casserole 
with fluted mashed 
potato—green beans 

green 
beans-——-tomato slices 

Stuffed baked potato 


Fresh pineapple—candied 
fruit bars 

Canned peaches 
food 

Vanilla ice cream 

Fresh pineapple 

Apricot nectar 

Ice box rolls 


angel 


January 17 
1 


Stewed prunes 


Jan 
1 


2. 


3 


4. 


an 


; 
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wary 18 

Grapefruit 

Blended citrus juice 

Crisp rice cereal or brown 
granular wheat cereal 

Poached egg (omit on 
Normal Diet) 


. Grilled ham 


French toast—syrup 


. Cream of celery soup 


Crisp crackers 

Baked breaded veal cutlet 

Broiled veal steak 

Parsley potatoes 

Parsley potatoes 

Harvard sliced beets 

Sliced beets 

Pear and grated cheese 
salad 

French dressing 

Pistachio ice cream 

Vanilla ice cream 

Lemon ice 

Unsweetened pear and 
plum compote 


. Orange juice 


Split pea soup 

Croutons 

Link sausage—steamed 
Italian squash with 
brown cheese crumbs 

Scrambled eggs—bacon 


. Cold roast beef 


Baked potato 
Fresh spinach 


. Tossed saind 


Chiffonade dressing 

Pineapple, plum and 
apricot compote 

Pear and peeled apricot 
compote 

Butterscotch pudding 

Fresh fruit cup 

Cherry juice with 
ale 

Bran muffins 


ginger- 


January 19 


i. 
2 


Co-)/ 


Orange juice 
Orange juice 


. Oatmeal or corn flakes 


Soft cooked egg 
Link sausages 
Honey raisin buns 


Julienne vegetable soup 
Saltines 


. Turkey Bombay with 


brown rice 


. Hot sliced turkey 


. Riced potatoes 


Broccoli 
Wax beans 


fm fae ahh fe ffl 
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Tomatoes and silver skin 
onions 

Asparagus tips 

Raw vegetable salad bowl 

Herb French dressing 

Orange floating island 

Orange floating island 

Orange gelatin cubes 

Orange slices 

Limeade 


2. Turkey celery soup 


Saltines 

Chipped beef, noodle and 
cheese casserole 

Noodle cheese casserole 

Baked veal chop 

Baked noodles in broth 
(omit on Soft Diet) 

Green beans 

Banana, red apple and 
grapefruit salad 

French dressing 

Peppermint stick ice 
cream 

Prune whip 

Peppermint stick ice 
cream 

Unsweetened canned 
plums 

Pineapple juice 

Blueberry muffins 


January 21 
1 


Sliced banana 

Orange juice 

Rolled wheat or crisp corn 
cereal 

Poached egg 

Link sausage 


. Toast 


Lima bean soup 
Melba toast 
Shrimp Creole on rice 


. Broiled salmon 


Paprika potatoes 

Green peas 

Green peas 

Celery and rose radishes 


Apple dumpling with nut- 
meg sauce 
Bread pudding with 
Raspberry gelatin 
Unsweetened canned 
apricots 
Grapefruit 
Cream of mushroom soup 
Crisp crackers 
Tuna salad in toasted roll 
spiced crabapple on 
cress—potato chips 
Creamed tuna—spinach 
Low fat tuna on lettuce 


jelly 


juice 


spinach 
. Baked potato 


Baked potato 2. Prune juice with lemon 

Sliced new beets wedge 

Celery curls 3. Farina or wheat and 
barley kernels 

Scrambled exe 

Bacon 

Toast 


Frozen fruit salad 

Chocolate pudding 

Chocolate pudding 

Grape sponge 

Fresh strawberries 

Tomato juice 

Potato and chive soup 

. Toasted crackers 

Baked corn pudding— 
crisp bacon 

Broiled lamb pattie— 
carrots 

Broiled lamb 
carrots 


Tomato slices 


DW IDPorm wor OS 


=_ 


Mixed fruit cup 
Canned fruit cocktail 
Soft custard 

Fresh fruit cup 
Pineaple juice 

Bran muffins 


77 


Cup eakes with fresh 
coconut frosting 

Canned peeled apricots 

Baked custard 

Fruit plate—pineapple 
wedges and fresh 
strawberries 

Mixed fruit juice 


i ee ee) 


. Tomato juice 


ao~4 


toner ! 


con | 


Yankee pot roast 
Pot roast of beef 
Mashed potatoes 
Riced potatoes 
Caulifiower 
Carrot rings 


orcs 


January 15 
1 


Tomato juice 


. pattie 
2. Tomato juice 


Hominy or bran flakes 
Poached ege 

Bacon 

Toast 


Mushroom bouillon 
(Crisp crackers 

Glazed ham loaf 

Roast lamb 

Fluffy rice 

Fluffy rice 

Broccoli with lemon butter 
Frozen mashed squash 
Stuffed prune salnd 
Cream mayonnaise 
Orange shortenke 
Cherry sponge 

Cherry sponge 

Orange sections 
Grapefruit juice 


Grape juice with lemon 
sherbet 


Macaroni and cheese en 
casserole with sliced 
stuffed olives 

Macaroni and cheese 

Baked veal 


SarAIAaT es 


ts 


Carrot and raisin salad 

Cream mayonnaise 

Devil's food cake 

Sponge cake 

Pineapple whip 

Unsweetened Royal Anne 
cherries 

Chicken broth 


Vegetable soup 

Saltines 

Creamed mushrooms on 
toast—candied sweet- 
potatoes 

Pan-brolled liver 

Pan-broiled liver 

Baked sweetpotato 

Green peas 

Orange and grapefruit 
salad 

French dressing 

Cream cheese, guava jelly 
and toasted saltiness 

Baked prune whip 

Baked custard 

Unsweetened canned 
boysenberries 

Pineapple juice 

Bread 


35 


36. 


Potato balls 


Mixed green salad 
Clear French dressing 
Fresh or frozen straw- 
berries—sugar cookies 
Canned fruit cup 


. Chocolate blanc mange 


Half grapefruit 
Apricot nectar 
Bread 


January 20 


1, 
° 


Blended citrus juice 
Blended citrus juice 


. Crisp oat cereal or farina 


Scrambled exe 
Bacon 


i. Toast 


Cream of carrot soup 
Crisp crackers 
Pan-brolled cubed steak 
Broiled cubed steak 
French fried potatoes 
New potatoes 


3 
4. 
5 


6 


January 22 
: 


9 


Orange halves 

Prune juice with 
wedge 

Wheat flakes or oatmeal 

Scrambled egg 

Bacon 

Raisin toast 


lemon 


Alphabet soup 

Whole wheat crackers 
Roast leg of veal 
Roast leg of veal 
Browned potatoes 
Cubed potatoes 


3. Turnip greens or carrots 


Quartered carrots 
New cabbage, pineapple 
and marshmallow salad 


Cottage pudding with 
chocolate sauce 
Cottage pudding with 
chocolate sauce 
Lime ice 
Unsweetened 
pote 
Blended 


fruit com 


citrus juice 
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hose it wtih HOT WATER 








CREVICE-FREE CONSTRUCTION 
@ protects insulation and electrical parts 
@ assures new standards of sanitation 





To maintain the immaculate, sanitary surfaces of your 
Blickman-Built food conveyor, you cut grease and dirt with 
live steam —then wash with hot water. Cleaning is quick — | 
simple — thorough. Water can’t seep into the insulation or Are -™ 
electrical elements when cleaning instructions are followed. 
The reason: Blickman conveyors have one-piece seamless 
tops and bodies of highly-polished, electrically-welded stain- 
less steel. There are no joints, crevices, screws, bolts, or rivets 
to trap dirt or furnish breeding places for vermin. That’s why New stuective MENU CONVEYOR 
Blickman conveyors cost little to maintain and assure long, @ One conveyor now gives you a great 
trouble-free service. Blickman food conveyors are built for pirate ices estan conser lh Ara 
, selective menus. Interchangeable square 


cleanliness and durability. They belong in your institution. and rectangular pans can be placed in the 
rectangular wells in different combin- 
ations. Round wells are used for soup or 
other liquids; two heated drawers for spe- 


ELIMINATES CREVICES cial diets. Built with sanitary seamless top 


and one-piece crevice-free body. 











BLICKMAN CONSTRUCTION 
R d d , 
ound and rectangular SEND FOR New VALUABLE BOOK 


wells ore integral port of 

top — forming continuo ene : ; 

crevice-free surfaces, ™ Describing complete line of Blickman- 
Built food conveyors, including the 

widely-acclaimed selective-menu models. 


ORDINARY CONSTRUCTION 
Contains detailed specifications. 


Wells are seporote units 
attached to top—permitting 
i to f h 
signe’ he’ top does S. BUIERMAN, IES. 
3812 GREGORY AVE., WEEHAWKEN, N. J. 


COFFEE URNS STEAM TABLES 


ta Blickman-Built 


FOOD SERVICE EQUIPMEN 
Ae 


_— a — 
] 


FOOO CONVEYORS ] , WORK TABLES 


See the Catalog of Blickman-Built Food Conveyors in the Hospital Purchasing File 


DECEMBER 1954, VOL. 28 





Mulligatawny soup 

Saltines 

Shepherd’s pie with fluted 
mashed potato top 

Minced lamb in casserole 
with mashed potato 
topping 

Broiled lamb chop 

Kiced potatoes 

Sliced beets 

Romaine and lettuce salad 
howl 

Vinegar-oil dressing 

Baked apple with raisin 
stuffing 

Applesauce 

Cream pudding 

Unsweetened apple 

Orange juice 

Sweet cinnamon rolls 


auce 


January 23 


Grapefruit 

Blended citrus juice 

Hominy or wheat and 
barley kernels 


fins—orange 
marmala 


Consomme 

Crisp crackers 

Baked Virginian ham 

Brolled steak 

Candied yz 

Baked potato 

Hrussels sprouts 

Wax beans 

Mixed fruit salad 

Cooked fruit dressing 

Angel food enke with 
strawberry frosting 

Angel food cake 

Vanilla ice cream 

Unsweetened canned 
Cor ktail 

Grapefruit 


fruit 
juice 


Chicken noodle soup 

Toasted crackers 

Welsh rarebit on Metba 
toast 

Welsh rarebit on Melba 
toast 

Cold roast beef 

Baked potato 

Fresh asparagus 

Carrot sticks and celery 


Vresh pineapple-cornflake 
macaroons 

Royal Anne cherries 

Vanilla ice cream 

Fresh pineapple 

Tomato juice 


January 24 

1. Orange juice 
Orange juice 
Corn flakes or rolled 


vked exe 
Grilled chicken livers 
Toast 


Heef 
Salt 
Chicken fricassee 
Roast chickén 
Mashed potatoes 
Riced potatoes 
Jullenne beets 
Julienne beets 
Hearts of lettuce 
Chiffonade dressing 
Blueberry tart 
Raspberry sherbet 
Raspberry sherbet 
Unsweetened canned 
cherries 
Pineapple juice 


Toe o cheese soup 

(cr tons 

Sauteed chipped beef on 
toast 

Minced beef on toast 

Broiled chopped steak 

Potato puffs 

Patty pan squash 

Shredded cabbage, green 
pepper and pi nto 
salad 

Tarragon French dressing 

Half grapefruit with 
grenadine 

Canned peaches 


9 
3 
4 
5. 
6 


9 


” 
°o 


7 
8 
9 


Chocolate rennet-custard 
Grapefruit sections 
Fruitade 

French bread 


January 25 


Stewed prunes 
Grapefruit juice 
Oatmeal or puffed wheat 
Scrambled egg 

sacon 

Toast 


Tomato bouillon 

Whole wheat crackers 

Brown beef and vegetable 
pot ple 

Hot beef cubes 


New potatoes 
Oven-browned parsnips 
Spinach with lemon wedge 
Sliced head lettuce salad 
Paprika French dressing 
Apricot cobbler 

Orange ice 

Orange ice 

Diced orange cup 

Limeade 


Cream of celery soup 

Saltines 

Hot turkey sandwich— 
peach cup with cran- 
berry sauce on cress 

Hot sliced turkey sand 
wich——asparagus 

Hot sliced chicken 
whole carrots 

Riced potatoes 


Asparagus saind 

French dressing 

ruit gelatin 

Canned fruit gelatin 
taspberry gelatin with 
custard sauce 

Unsweetened canned bing 
cherries 

Peach nectar 


January 26 


Grapefruit 

Apricot nectar with lemon 

Shredded wheat or farina 

Poached exe (omit on 
Normal Diet) 

Link sausages 

Griddle cakes—syrup 


Biack bean soup, lemon- 
eee garnish 
Melba tonst 
Country style 
Broiled liver 
Stuffed baked potato 
tjaked potato 
Stewed tomatoes 
Green beans 
Chef's salad bowl 
Chef's saind dressing 


liver 


Lemon meringue pudding 

Lemon snow pudding 

Unsweetened pear and 
plum compote 

Blended citrus juice 


Vegetable soup 

Crisp crackers 

Ham and eggs on toast 
au gratin 

Creamed diced veal 

Baked veal chop 

Fluffy rice 

Green peas 

Celery and radishes 


Ambrosia 

Orange and banana cup 
Baked custard 

Orange and banana cup 
Pineapple juice 

Hot orange biscuits 


January 27 


Orange slices 

Orange juice 

Brown granular wheat 
cereal or corn flakes 

Soft cooked egg 

Bacon 

Coffee cake 


Consomme 
Saltines 
Corned brisket of beef 


BND ND ee et ek tt tt st 
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9 
3 
4 


6 


1 


Roast lamb 

Mashed potatoes 
Riced potatoes 

Seven minute cabbage 
Sliced carrots 
Waldorf salad 


Chocolate chip ice cream 
Chocolate chip ice cream 
Lime ice 

Pink grapefruit sections 
Grapefruit juice 


Chicken rice broth 

Crisp crackers 

Spaghetti with Italian 
meat sauce 

Meat balls—asparagus 

Meat balls—zucchini 
squash 

Spaghetti with tomato 
puree 


Raw vegetable salad bowl 

Russian dressing 

Fruit plate—pineapple 
wedges and fresh 
strawberries 

Canned pears 

Floating island 

Pineapple wedges and 
whole strawberries 

Mixed fruit juice 

Hard rotls 


January 28 
1 


Grapefrult juice 

Grapefruit juice 

Puffed rice or oatmeal 

Scrambled egg (omit on 
Normal Diet) 

Bacon 

French toast triangles— 
Jelly 


Cream of tomato soup 

Crisp cracker 

Baked breaded haddock 
fillets 

Baked haddock fillets 
tatoes au gratin 

Cubed potatoes 

Spiced beets 

Sliced beets 

Cole slaw 


Fruit gelatin with whipped 
cream—butter cookies 

Grape sponge—rich 
cookies 

Grape sponge 

Fresh fruit cup 

Blended citrus juice 


Clam chowder 
Oyster crackers 
Cheese souffle 
Cheese souffle 
Cottage cheese 
Baked potato 
Spinach 

to salad 

th dressing 
Lemon layer cake 
Canned peeled apricots 
Raspberry rennet-custard 
Unsweetened canned 

apricots 

Orange juice 
Cloverleaf rolls 


January 29 


Sliced banana 

Tomato juice 

Rolled wheat or crisp corn 
cereal 

Poached egg 

Bacon 

Tonst 


Consomme 

Saltines 

Roast leg of lamb— 
currant jelly 

Roast leg of lamb 

Mashed potatoes 

ticed potatoes 

Mashed rutabagas 

Diced yellow squash 

Pineapple and stuffed date 
sala 

Cream mayonnaise 

Tapioca cream with 
meringve 

Tapioca ‘aun with 
meringue 
taspberry ice 

Fresh pineapplk 

Orange juice 


cup 


Cream of mushroom soup 

Melba toast 

Baked corned beef hash 

sroiled veal pattie 

Broiled veal pattie 

New potatoes in jackets 

Julienne green beans 

Grapefruit and avocado 
salad 

Fr h dressing 

Date sandwich cake with 
whipped cream 

Canned peaches 

jaked custard 

Unsweetened 
senberries 

Apri« ot nectar 

Bread 


canned boy- 


January 36 


Orange jui 

Orange juice 

Bran flakes or farina 
Soft cooked egg 
Grilled Canadian bacon 
Corn muftins 


Vegetable soup 
Crisp crackers 
Braised 1 f roast 
Braised beef roast 
Franconia potatoes 
potatoes 


li with Hollandaise 


Julienne carrots 
Vegetable salad 
Savory dressing 
Caramel sundae 
Vanilla ice cream 
Lemon ice 
Grapefruit sections 
Grapefruit juice 


Corn chowder 

Oyster crackers 

Tomato asp ring with 
cabbage and carrot slaw 

se sandwiches 

Creamed eggs—peas 

Cold sliced lamb—peas 
tomato salad 

Baked potato 


Pineapple upside-down 
sponge cake with 
whipped cream 

toyal Anne cherries 

Chocolate pudding 

Unsweetened canned 
Royal Anne cherries 

Mixed fruit juice 


Beef noodle soup 
Saltines 
nish pork chop 
Roast vea 
Mashed potatoes 
Riced potatoes 
Green beans 
Green beans 
Sliced head lettuce salad 
Russian dressing 
Apple pan dowdy 
Vanilla blanc mange 
cherry sauce 
Cherry sponge 
Unsweetened canned 
peaches 
Blended citrus juice 


with 


Cream of tomato soup 


r s 
Meat-stuffed cabbage rolls 
Broiled beef pattie 
Broiled beef pattie 
Cubed potatoes 
Sliced new beets 
Orange and cherry salad 
Paprika French dressing 
Baked prune whip with 

chilled custard sauce 
Baked prune whip 
Chilled soft custard 
Unsweetened canned pear 

and plum compote 
Pineapple juice 
Parker House rolls 
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Not a powder! Not a grind! But millions of 
tiny “FLAVOR BUDS” of real coffee...ready to burst 
instantly into that famous Good-to-the-Last-Drop flavor! 





Only this entirely new kind of coffee gives you @ Uniform cup quality—ends “in-and-out” batches! 
all these advantages: e No more “staling” problems—saves storage space! 
@ 10% greater yield per pound-equivalent pack! @ No more coffee grounds —makes cleaning a cinch! 
e Cuts brewing time and labor costs 75%! e No more urn bags, upper bowls, rings or filters! 
e Any worker, trained or not, can brew it perfectly! @ Can be brewed in small batches anywhere, anytime! 
See your Maxwell House Man today, or write: Maxwell House Div., H&R Dept., Hoboken, N. J. 
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The Witthatute 


New history of American nursing called 


‘absorbing, impressive’ 


AMERICAN Nursinc: History AND IN- 
TERPRETATION. Mary M. Roberts, 
R.N. New York, Macmillan. 1954. 
6388p. $6 


ARY ROBERTS has always been 
M:. ardent student of nursing, 
and no other person could write a 
history of American nursing with 
such a background of knowledge, 
gained throughout the three dec- 
ades she was editor of The Ameri- 
can Journal of Nursing. 

The progress of American nurs- 
ing is a fascinating story, parallel- 
ing the forward march of medicine. 
The initial impetus came with the 
turn of the century, and continu- 
ous and steady progress has been 
made in keeping pace with scien- 
tific advances. In this book the 
movements and trends of the last 
half century—the early period of 
uncontrolled expansion, the de- 
pression years, the atomic age— 
are recorded and interpreted with 
skill and objectivity. 

Outstanding milestones, Miss 
Roberts points out, were the Win- 
slow-Goldmark study and report, 
and the report of the Committee 
on Grading of Schools of Nursing, 
which helped to crystallize the 
thinking of leaders of the profes- 
sion and helped them to visualize 
the future of nursing. 

Two themes run throughout the 
book—the concern of nursing with 
the problems of social welfare and 
the extraordinary power exercised 
by the national nursing associa- 
tions. The impact of the forces of 
medical advance, of public health, 
of hospital administration, of gen- 
eral education make nursing what 
it is today; but nursing is shown 
as a force in itself, impelled to 
growth by an ever-expanding con- 
cept of its function. 

The arrangement of material 
follows a broadly-narrative plan, 
with the events and forces that 
played an important part in the 
development of nursing introduced 


120 


in their natural sequence. The 
scope of the material is impressive, 
as is the detail with which it is 
chronicled. The general reader in- 
terested in the social progress of 
the period will find it absorbing, 
and the nurse will find her under- 


standing of her profession en- 
hanced by the author’s keen analy- 
sis and interpretation. 

Mary Roberts has helped to 
make the history that she re- 
cords, for which we owe her a 
debt of gratitude. Her book will 
be a stimulus and an inspiration 
to young women entering upon the 
noble career of nursing. Her aim 
to help readers to see nursing 
clearly, and see it whole, has been 
more than fulfilled —MALcoLm T. 
MACEACHERN, M.D. 


Guide to medical bibliography 


A valuable addition to any 
medical library is The Develop- 
ment of Medical Bibliography, the 
recent publication by Estelle Brod- 
man, assistant librarian for ref- 
erence services of the Armed 
Forces Medical Library. This book 
is the most systematic and compre- 


hensive study of medical bibliog- 
raphy ever published, and should 
be required reading for all hospital 
librarians. 


Publish proceedings on 
family health round-table 


THE FAMILY HEALTH MaINTZNANCE 
DEMONSTRATION. Milbank Memorial 
Fund, New York, 1954. 251p. $2. 
This little paper-bound volume 

publicizes the proceedings of a 

round-table on a controlled long- 

term investigation of family health. 

This was the 13th annual con- 

ference of the Milbank Memorial 

Fund, held on November 17-19, 

1953. Based on the broad Monte- 

fiore Hospital program of social 

medicine, this demonstration puts 
major emphasis on (a) the family 
and (b) preventive medicine. 

Families are recruited by mu- 
tual consent from those already 
protected for curative purposes by 
the Health Insurance Plan of New 
York City. For the ultimate lessons 
to be learned, this group is con- 
trasted with a control group. The 
Community Service Society of New 
York provided most of the funds 
for the experiment, as well as the 
idea (through the late Bailey B. 
Burritt). It now shares in the 
management and in the credit with 
Montefiore Hospital (tailor-made 
for such a project in social re- 
search) and with the College of 
Physicians and Surgeons of Colum- 
bia University, which, however, 
has not yet incorporated the op- 
portunity in its curriculum of 
studies. 

Through dynamic sociologic ac- 
tivities of the Milbank Memorial 
Fund, a galaxy of stars (a few 
names being conspicuous by their 
absence) was gathered together in 
this closed forum, which, after 
listening to various reports by the 
participants, proceeded to analyze 
the findings to date. These pages 
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collagen purity with 
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Surgical gut 





contain some self-criticism as well 
as doubts of a major and minor 
nature. It would take more than a 
limited review to do justice to the 
high-mindedness that 
ized the sessions. 


character- 


We shall hear more about this 
project as the next few years pass 
and learn whether it is well- 
founded, practicable for wider ap- 
plication and within the budgetary 
possibilities of a community. We 
shall also know its impact on med- 
ical education and such things as 
family life. 

Meantime, the family physician 
gets cold comfort as he reads these 
pages and finds 
over in favor of the group ap- 
proach. Perhaps he is being com- 
pelled to wait for the basic home 
care program to extend its bene- 
fits to include him so that, in the 
process, he will be lifted to higher 
professional levels that will qual- 
ify him for a future invitation to 
take an honorable place in such 
round tables as this. — E. M. 
BLUESTONE, M.D., consultant, 
Montefiore Hospital, New York. 


himself passed 


Against all odds 


HOSPITAL OF THE QUEEN’S HEART 
(SPITALUL INIMA REGINEI). Ileana, 
Princess of Rumania. New York, 
Rinehart & Co., 1954. 301p. $3.50 
A very readable account of the 

military hospital founded in 1944 

by the Princess Ileana. Through 

her unshakable faith and adminis- 
trative ability it grew into a gen- 
eral hospital serving her war-torn 
country; through her persistence, 
enthusiasm and diplomacy she 
gained the support both of her 
countrymen and the Communist 
invaders from Russia. It is an ab- 

sorbing account of how to run a 

hospital without an adequate med- 

staff, with the 
constant lack of hospital supplies, 
and with the constant daily strug- 

gle of trying to enlarge and im- 

prove the hospital and at the same 

time feed patients and personnel. 
-ELISE HAMILTON. 


ical or nursing 


The continuing challenge 


THE MEANING OF SocIAL MEDICINE. 
Iago Galdston, M.D. Cambridge, 
Harvard University Press, 1954. 137 
p. $2.75. 

To those who have been com- 
placent and completely satisfied 
with the remarkable advances in 
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the field of curative medicine and 
public health, this will 
challenging book. While the author 


prove a 


of this interesting publication pays 
tribute to 
medical care and the contributions 


adequate progress in 
of preventive medicine, he boldly 
criticizes a philosophy that is com- 
pletely content with the apparent 
satisfactory treatment of the ill 
and specific disease prevention 

Social medicine is defined in its 
pages by those who have given 
distinguished service in the field 
of medical care and medical edu- 
cation, but who also have had the 
conviction that medicine today 
falls short of the complete need 
of society. Man is characterized 
as a “social animal’ for whose 
greatest benefit the primary ob- 
jective should be total health. The 
accomplishment of this objective 
calls into play the skills and dis- 
ciplines of the physician, the pub- 
lic health worker, the sociologist 
and others. 

The conclusion to be drawn by 
readers of this intriguing book is 
that there is 
“medicine” to be practiced in the 


much more in the 


future than the application of prin- 
ciples and practices that have been 
responsible for the 
gains in this field during the pres- 
ent century 

The background of the author, 
his active association for many 
years with the New York Academy 
of Medicine, and the thought-pro- 
factors that 
make this book important reading 

CHARLES F. WILINSKyY, M.D 


voking theme are 


New acquisitions 


Each December, the books ac- 
quired by the Library of the Amer- 
ican Hospital Association during 
the year are listed in HOSPITALS 
The list has a double purpose. It 
acquaints the 


Association mem- 


bership with the character and 
scope of the Library’s collection. It 
reminds readers of the major pub- 
lications of the preceding 12 


months that perhaps they have 


missed or overlooked for some 
reason. 

Some subscribers have written 
the Library telling of another novel 
use of the list. They use it as an 
aid in Christmas shopping for thei! 
professional-minded friends 
public 


Local libraries will be 


remarkable 


able to supply names and ad- 
dresses of publishers upon request 


and, in many instances, the price 


Administration 


Building the Board, a manual on 
recruiting and holding effective 
board members for your organ- 
ization. H. B. Trecker. New York, 
National Publicity Council for 
Health and Welfare Services. 1954 
109 p. $2. 

Committee Sense. A. R 
Trecker. New York, Whiteside, Inc 
and W. Morrow & Co. 1954. 158 p 
$2.50 


Fundamental 


Common 


Research in Adminis- 
tration, horizons & problems. Car- 
negie Institute of Technology 
Graduate School of Industrial Ad- 
ministration. Pittsburgh, Carnegie 
Press. 1953. 89 p. $2. 

Guide Lines for Group Leaders, J. P 
Murray. New York, Whiteside, Inc. 
and W. Morrow. 1954. 224 p. $3.95 
You’re the Speaker; a handbook 
on effective speaking for all busi- 
ness and _ social occasion V 


Gough. New York, Whiteside and 
Morrow. 1954. 158 p. $2.50 


Costs and Finance 


fttitudes Toward Giving. F. FE. An- 
drews. New York, Russell Sage 
Foundation. 1953. 145 p. $2 

Manual of 


Procedures for a General Hospital, 


4 Complete fecounting 
National Cash Register Company 
Dayton, Ohio, The Company. 1953 
127 p 

Financing Hospital Care in the United 
States. Commission on Financing of 
Hospital Care. New York, Blaki 
ton Co. 1954. v. 1, $4; v. 2, $4.50 
v. 3, $2.50 

Income and Expense Ratios of Gen- 
eral Hospitals, 1951. M. Y. Pennell 
Washington, U. S. Public Health 
Service. 1954. 26 p. 15c 
Management and Union Health and 
Medical Klem 
Washington, U. S. Dept. of Health, 
Education and Welfare. Division 
of Occupational Health. 1953. 276 
p. $1 


Mississippi 


Programs. M. C 


Breakdown of Hospital 
Cost by Department and Size of Hos- 
pital for Calender Year 1953, Missi 
ippi Hospital A Jack- 
on, Miss., The Association. 1953 
19 1 


National Consumer Survey of Medical 


sociation 


Costs and Voluntary Health Insurance. 


Health 


Information Foundation 
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New York, The Foundation. 1954. 
4v. 
Organization of a Medical 
Practice Prepayment Program in New 
York City. L. L. Feldman. New 
York, Health Insurance Plan of 
Greater New York. 1953. 90 1. 

A Report on Medical Care for the In- 


Group 


digent in Ten Selected Communities. 
American Medical Association. 
Council on Medical Service. Chi- 
cago, The Association. 1952. 98 p. 
A Study of Operating Costs in 169 
Hospitals, 1947 to 1952. Illinois De- 
partment of Public Health. The 
Department. 1953. 14 p 


Medicine and Nursing 


Distribution of Physicians by Medical 
Service Areas. F. G. Dickinson. Chi- 
cago, American Medical Associa- 
tion. 1954. 162 p. 

Doctors, People, and Government. J. 
H. Means. Boston, Little, Brown. 
1953. 206 p. $3.50. 

Manual for Student Nurse Recruiters. 
Committee on Careers. New York, 
National League for Nursing. 1953. 
63 p. 75c. 

Manual of Contractual and Ethical 
Relations, College of American Pa- 
thologists. Chicago, The College. 
1954. 29 p. 

The Medical Staff in the Hospital. 2d 
ed. T. R. Ponton 
Record Co 


Chicago, Physi- 
cians’ 1953. 373 p. 
$7.25. 

Physicians in the Courtroom. LL, 
Adelson and others. Cleveland, 
The Press of Western 
University. 1954. 99 p. $2. 
Medicine. L. W. 
Simmons. New York, Russell Sage 
Foundation. 1954. 254 p. $3.50. 
What Do Nurses Think of Their Pro- 


Occupational role and 


Reserve 


Social Science in 


fession? 
function as velated to job satis- 
faction among registered nurses. 
Ohio State University. Columbus, 
Ohio State University Research 
Foundation. 1954. Mimeographed. 


Needs 


Care of the Long-Term Patient, re- 
ports from twelve selected chronic 
disease hospitals. National Confer- 
ence on Care of the Long-term Pa- 
tient. Baltimore, Commission on 
Chronic Illness, 1954. 66 p. 

Hospital 
Amendments, report to accompany 
H. R. 8149. U. S. Congress. House. 
Committee on Interstate and For- 
eign Commerce, Washington, U. S. 


Survey and Construction 
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Govt. Print. Off. 1954. 27 p. 

How Many General Hospital Beds Are 
Needed? A re-appraisal of bed needs 
in relation to population. L. S. 
Reed. Washington, U. S. Dept. of 
Health, Education, and Welfare. 
Bureau of Medical Services. 1953. 
73 p. 25c. 


The Needs of Older People and Public - 


Welfare Services to Meet Them. E. 
Wickenden. Chicago, American 
Public Welfare Association. 1953. 
146 p. $2. 


—Personnel 


Health Manpower Source Book. U. S. 
Public Health Service. Division of 
Public Health Methods. Washing- 
ton. 1952. 

v.1 Physicians. 1952. 40c. 

v.2 Nursing personnel. 1952. 40c. 

v.3 Medical social workers. 1953. 

40c. 
v.4 County data, 1954. $1.75. 
v.5 Industry and occupation data. 
1954. $1. 

A Hospital In-service Educational 
Training Program, a report of the 
program at Veterans Administra- 
tion Hospital of Indianapolis. R. E 
Vance. Bloomington, Ind., Commu- 
nity Services in Adult Education. 
1953. 102 1. $1.25. 
Hospital 
N. D. Bailey. Chicago, Physicians’ 
Record Co. 1954. 362 p. $7.50. 
Improvement of Patient Care, a study 
at Harper Hospital. M. J. Wright. 
New York, Putnam. 1954. 236 p. 
$5.50. 
Mobilizing Your Personnel Resources 
for Better Patient Care. U. S. Office 
of Defense Mobilization. Washing- 
ton, Govt. Print. Off. 1954. 55 p. 
40c. 
More Learning in Less Time Through 
Use of Training Methods and Devices. 
California State Dept. of Employ- 
ment. Sacramento, The Depart- 
ment. 1952. 23 p. 
University Education for Administra- 
tion in Hospitals. Commission on 
University Education in Hospital 
Administration. 1954. 199 p. $3. 


Personnel Administration. 


Services 


Medical Record Procedures in Small 
Hospitals. B. W. McNabb. Chicago, 
Physicians’ Record Co. 1954. 150 p. 
$4.75. 

Planning Guide for Radiologic In- 
stallations. American College of 
Radiology. Commission on Public 


Relations. Chicago, Year Book 
Publishers. 1953. 336 p. $8. 
Readings in the Theory and Practice 
of Medical Social Work. D. Goldstine. 
Chicago, University of Chicago 
Press. 1954. 344 p. $5. 

Rehabilitation of Mental Hospital Pa- 
tients, review of the literature. C. 
G. Schwartz. Washington, Govt. 
Print. Off. 1953. 70 p. 

Streamlining Office Equipment and 
American Management 
Association. New York, The Asso- 
ciation. 1953. 35 p. $1. 

Suggested Equipment for Small Hos- 


Services. 


pital Dietary Departments. Illinois 
Dietetic Association. 1954. 19 p. 

Technical Methods and Procedures of 
the American Association of Blood 
Banks. American Association of 
Blood Banks. Minneapolis, Bur- 
gess Publishing Co. 1953. 88 1. 


General 
Death and Death Rates for 64 Selected 
Causes, United States, 1951. U. S. Na- 
tional Office of Vital Statistics. 
Washington, The Office. 1954. lv. 
Emergency Medical Services, manual 
of hospital organization for civil 
defense. New York State Depart- 
ment of Health. New York, The 
Department. 1952. 91 p. 
Government and Science, Their Dy- 
namic Relations in American Demo- 
cracy. D. K. Price. New York, New 
York University Press. 1954. 203 p. 
$3.75. 
Guide to the Catholic Sisterhoods in 
the United States. T, P. McCarthy, 
comp. Washington, Catholic Uni- 
versity of American Press. 1952. 
319 p. 
Narcotic Clinics in the United States. 
U. S. Bureau of Narcotics. Wash- 
ington, Govt. Print. Off. 1953. 23 p. 
Rehabilitation Centers in the United 
States. H. Redkey. Chicago, Na- 
tional Society for Crippled Chil- 
dren and Adults. 1953. 128 p. $1. 
Sources of Information and Unusual 
Services. 3d ed. 1954-55. Informa- 
tional Directory Company. New 
York, The Company. 1954. 64 p. $2. 
Special Days, Weeks and Months in 
1954. Chamber of Commerce of 
the United States. Domestic Dis- 
tribution Department. Washing- 
ton, The Department. 1953. lv. 25c. 
Workmen’s Compensation in the 
United States. U. S. Bureau of Labor 
Statistics. Washington, Govt. Print. 
Off. 45 p. 30c. 
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Have YOU 


used these 
modern 


Anticonvulsants? 


If you have, you know that each—used 
wisely, carefully—adds inestimably to the 
scope and progress of treatment of various 
epileptic disorders. If these drugs are not 
yet familiar to you, we ask that you 
remember them. Each has signalled a 
dramatic advance in the field of antiepi- 
leptic medicine . . . each has specific uses, 
advantages. With them, you will be better 
able to fit your treatment to the seizure 

_ . individualize your anticonvulsant ther- 
apy. Write today for literature on any or 
all of these important anticonvulsants. 


Abbott Laboratories, 


North Chicago, Illinois. Obbott 


DECEMBER 1954, VOL. 28 


(Parametha 


alternate 
to TRIDIONE- An alter 


Homologue , 
often 


so scaoies al 

i is effective ! 
which 15 
to TRIDIONE 


tit mal triad. 


preparation therapy 
< o* 
refractory 


ent of the Pp 


cases 


For treatt 


(Metharbital, Abbott) 


A new drug of low toxicity for grand mal 
petit mal, myoclonic and mixed seizures 
Effective in conditions symptomatic of 


organic brain damage. 


 OHENURONE' ™ 


Abbott) 


(Phenacemide, 


A pe te nt anti onvu gant or p> y‘ ne) eeke o! 
e} r bs) | I ix 
| Sy ) ] ud mm 8 P at t an 
yl ' qgrar a ell val ane ni ed 
syccessiul where all othe I 


failed. 


seizures. Often 


forms of therapy have 























jtssnal news 





e@ J. MILo ANDERSON, superintend- 
ent of the Ohio State University 
Hospital and administrator of the 
Ohio State University Health Cen- 
ter, Columbus, has been appointed 
administrator of Strong Memorial 
Hospital, Rochester, N. Y., effec- 
tive January 1. He succeeds Dr. 
Basi C. MACLEAN, who is now 
Commissioner of Hospitals for 
New York City. Cart L. MOSHER, 
acting administrator at Strong Me- 
morial since September 1, has been 
named assistant administrator of 
the hospital. 

Mr, Anderson formerly served 
as assistant administrator at the 
University of Chicago Clinics. 
From 1943-1945 he was superin- 
tendent of the Chicago Lying-In 
Hospital and the next six years 
headed Methodist Hospital, Gary, 
Ind 

A fellow in the American Col- 
lege of Hospital Administrators, 
Mr. Anderson is currently serving 
as a member of the Committee on 
Methods Improvement of the AHA 
Council on Administrative Prac- 
tice. He is one of the eight mem- 
bers of the Commission on Univer- 
sity Education in Hospital Admin- 
istration 




























@ SISTER MAry ALMA, R.N., supe- 
rior of the Blackwell (Okla.) Gen- 
eral Hospital for the past two 
years, has been named administra- 
tor of the hospital. She replaces 
SISTER M. FIDELISE, who has re- 
turned to the New Jersey mother- 
for re-assignment. 











house 







@ PETER BAGLIO, assistant 
ger of the Vet- 
erans Adminis- 
tration Tuber- 
culosis Hospital, 
Baltimore, since 
1952, has been 
appointed as- 
sistant manager 
of the Veterans 
Adminis - 
tration General 
Medical and 
Surgical Hospi- 
tal, Brooklyn. 
Mr. Baglio is a member of the 
American Hospital Association. 


mana- 

















MR. BAGLIO 










@ NATHAN BUSHNELL III, former 
hospital consultant and first ad- 
ministrator of Richmond (Va.) 





Eye Hospital, has accepted the po- 
sition as administrator of the 
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Franklin Memorial Hospital, Rocky 
Mount, Va. He succeeds WILLIAM 
H. FLANNAGAN, who is now admin- 
istrator of Memorial and Crippled 
Children’s Hospital, Roanoke, Va. 


@ JAMES E, FERGUSON, former 
business administrator of the East 
Tennessee Tuberculosis Hospital, 
Knoxville, has been appointed ad- 
ministrator of the University of 
Tennessee Medical Research Cen- 
ter and Hospital, Knoxville. Ros- 
ERT M. GLEESON succeeds Mr. Fer- 
guson at the tuberculosis hospital. 
Mr. Ferguson and Mr. Gleeson 
are graduates of Northwestern 
University’s course in hospital ad- 
ministration and members of the 
American Hospital Association. 


@ ARTHUR C. FORCHE, administra- 
tive assistant at Beyer Memorial 
Hospital, Ypsilanti, Mich., since 
1952, has been appointed assistant 
superintendent of the hospital. 

Prior to 1952, he had served as 
credit manager and comptroller 
at the hospital. 


@ NORMAN S. FINER, administra- 
tive assistant at Beth Israel Hos- 
pital, Boston, has resigned his po- 
sition to become 
administrative 
director of Jew- 
ish Hospital, 
Cincinnati, 

A graduate of 


Columbia Uni- 
versity’s pro- 
gram in hospi- 


tal administra- 
tion, he holds 
membership in 
the American 


MR. FINER 


and Massachusetts Hospital Asso- 
ciations. 


e@ Dr. HAROLD Gross has retired as 
deputy medical superintendent of 
Goldwater Memorial Hospital, 
New York City, effective Decem- 
ber 1, after 27 years of service in 
the City of New York municipal 
hospital system. 

Dr. Gross formerly served as 
deputy medical superintendent of 
the Morrisania City Hospital, New 
York City. 

@ CHARLES R. GOULET, adminis- 
trative assistant at City Hospital, 


Cleveland, has been appointed 
assistant superintendent of the 
hospital. He succeeds JOHN C. 


IMHOFF, who recently resigned to 











accept the position as superinten- 
dent of Polyclinic Hospital, Cleve- 
land. 

A graduate of the University of 


3 Es 





IMHOFF 


MR. 


MR. GOULET 


Chicago course in hospital admin- 
istration, Mr. Goulet completed 
his administrative residency at 
Jefferson-Hillman Hospital, Bir- 
mingham. He is a member of the 
American Hospital Association. 

Mr. Imhoff also is a graduate of 
University of Chicago program. He 
served as administrative resident 
and assistant at City Hospital, 
Cleveland. He is a member of the 
American and Ohio Hospital As- 
sociations. 


@ ALVIN HAMBURG has been ap- 
pointed assistant administrator of 
Mount Sinai Hospital, Minneap- 
olis. He served his administrative 
residency at the Cedars of Leb- 
anon Hospital, Los Angeles. 

He is a graduate of the Univer- 
sity of Michigan School of Public 
Health and the Yale University 
course in hospital administration. 


@ JOANNA A. HENRY, former ad- 
ministrative resident and assistant 
at Massachusetts Memorial Hospi- 
tal, Boston, has been named as- 
sistant administrator of Woman’s 
Hospital, Detroit. 

A member of the American Hos- 
pital Association, she received her 
master’s degree in hospital ad- 
ministration from Yale University. 


@ WILLIAM R. HOwEs, assistant 
director of Mount Sinai Hospital, 
Chicago, for the past two and one- 
half years, has been appointed ad- 
ministrator of the Community 
Hospital of Evanston, Ill. He suc- 
ceeds PAUL H. KEISER, who is now 
administrator of the Burlington 
(Iowa) Hospital. 

A graduate of Northwestern 
University’s course in hospital ad- 
ministration, he formerly served 
as administrator of the Chicago 
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“Well have our new hospital wing 


Because 
Rowe 


Gow Did the Tmporssthle! 


onde .. says John P. Rue, President of the Board of St. Mary’s Hospital 
in Leonardtown, Maryland. 


Behind these words is the story of another smashing victory. 


FO sven ..there’s more to the story than the headlines, which 
tell that the goal of $250,000 was exceeded by $20,000. 


Five times Haney Associates turned down the Board’s request 
for a campaign and with good reason! 

There was opposition from another section of the county 
which wanted its own hospital; there was strife on the Board; there 
was no industry in the county; the tobacco crop was POOF .....+0+ and 
there were skeptics by the score. 


But through careful appraisal and by definitive action, we 
were able to pull Board and community together for one, well-timed, 
dedicated effort that swept before it all obstacles, and wona truly 
amazing victory for St. Mary’s County! 


CHARLES A. HANEY & ASSOCIATES 


Specialists in Successful Fund Raising for Hospitals for more than 30 years 


259 WALNUT STREET, NEWTONVILLE 60, MASSACHUSETTS 
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Physicians and Surgeons Hospital. 
He holds membership in the 
American and Illinois Hospital As- 
sociations. 


@ Epcar L. GEIBEL, assistant di- 
rector of Genesee Hospital, Ro- 
chester, N. Y., has been appointed 
superinten- 
dent of the 
Stamford 
(Conn.) Hospi- 


tal. He suc- 
ceeds LeRoy C. 
BROWN, who 
resigned from 


the hospital in 
October after 
nine years of 
service as su- 
perintendent. 

A member of the American 
College of Hospital Administra- 
tors, Mr. Geibel received his mas- 
ter’s degree in hospital adminis- 
tration from Yale University. He 
also holds membership in the 
American Hospital and _ Public 
Health Associations. 


MR. GEIBEL 


@ Don KEPHART, assistant admin- 
istrator of the Comanche County 
Memorial Hospital, Lawton, Okla., 
recently resigned his position to 
accept an appointment with Navy 
Intelligence. 


e Joun M. KING, superintendent 
of Edgewater Hospital, Chicago, 
has been named administrator of 
Manor Hospital, Chicago. FRANK 
W. Brown, assistant superintend- 
ent at Edgewater, succeeds Mr. 
King. 

Mr. King has served as admin- 
istrator of the Newark (Ohio) 
City Hospital, and the Reid Me- 
morial Hospital, Richmond, Ind 
He holds membership in the 
American College of Hospital Ad- 
ministrators and the American 
Hospital Association. 


@ BERNARD J. LACHNER, adminis- 
trative assistant at Iowa Methodist 
Hospital, Des Moines, has been ap- 
pointed assistant director of the 
Ohio Tuberculosis Hospital, Co- 
lumbus. 

Mr. Lachner is a graduate of the 
University of Chicago program in 
hospital administration. He is a 
member of the American Hospital 
Association and a nominee in the 
American College of Hospital Ad- 
ministrators. 


e@ A. C. LARSON, administrator of 
the New England Sanitarium and 
Hospital, Melrose, Mass., has been 
named administrator of the Hins- 
dale (Il.) Sanitarium and Hos- 
pital. 
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Mr. Larson formerly served as 
manager of the Paradise Valley 
Sanitarium and Hospital, National 
City, Calif., and the Florida Sani- 
tarium and Hospital, Orlando. He 
is a member of the American Hos- 
pital Association. 


@ JOSEPH LEVI, assistant controller 
of Beth Israel Hospital, New York 
City, has been named controller of 
the Long Island Jewish Hospital, 
New Hyde Park, N. Y. 

He is a member of the Amer- 
ican Hospital Association. 


former 


@ GEORGE E,. LINNEY, 
assistant ad- 
ministrator at 
Georgia Baptist 
Hospital, At- 
lanta, has been 
appointed ad- 
ministrator of 
the Americus 
and Sumter 
County Hospi- 
tal, Americus, 
Ga. 

A nominee in MR. LINNEY 
the American College of Hospital 
Administrators, he is a member of 
the American Hospital Association. 


@ GEORGE B. LITTLE JR., adminis- 
trator of the Children’s Medical 
Center, Dallas, recently resigned 
his position to 
become = super- 
intendent of the 
Weirton (W. 
Va.) General 
Hospital. JAMES 
J. FARNSWORTH, 
administrative 
assistant at 
Baylor Univer- 
sity Hospital, 
Dallas, succeeds 
Mr. Little at the 
Children’s Medical Center. 

Mr. Little is a graduate of the 
University of Minnesota course in 
hospital administration. Mr. Farns- 
worth received his master’s degree 
in hospital administration from 
Washington University, St. Louis. 
Both men are nominees in the 
American College of Hospital Ad- 
ministrators and members of the 
American Hospital Association. 





MR. LITTLE 


@ Joun LuNA, manager of the 
Pawnee (Okla.) Municipal Hos- 
pital for the past five years, re- 
cently resigned. No successor has 
been named. 


@ Dr. MAYNARD W. MarrTIN, ad- 
ministrator of St. Luke’s Hospital, 
St. Louis, for the past nine years, 
recently resigned his position to 





become director of St. Luke’s 
Episcopal and Texas Children’s 
Hospitals, Houston, effective De- 





MR. PIPER 


DR. MARTIN 


cember 1. HARRY M. PIPER, assist- 
ant administrator of the St. Louis 
hospital, suceeds Dr. Martin as 
administrator. 

Dr. Martin formerly served as 
assistant medical superintendent 
of City Hospital, Cleveland, and 
assistant director of St. Luke’s 
Hospital, New York City. A fel- 
low in the American College of 
Hospital Administrators, he holds 
membership in the American Hos- 
pital, Medical and Public Health 
Associations. 

Mr. Piper came to St. Luke’s 
Hospital in 1950 as assistant to the 
administrator and in March 1953 
was appointed assistant adminis- 
trator of the St. Louis hospital. He 
is a nominee in the American 
College of Hospital Administra- 


tors. 


@ MATTHEW F. MCNULTY JR., as- 
sistant manager of the Veterans 
Administration Research Hospital, 
Chicago, has 
been appointed 
professor of hos- 
pital adminis- 
tration and ad- 
ministrator of 
the University 
of Alabama 
Hospital and 
Hillman Clinics, 
Birmingham. 
He formerly 
served as as- 
sistant manager of the Veterans 
Hospital at Birmingham. 

A graduate of Northwestern 
University’s course in_ hospital 
administration, he also holds a 
master of public health degree in 
health administration from the 
University of North Carolina. A 
member of the American College 
of Hospital Administrators, he 
also holds membership in the 
American Hospital and _ Public 
Health Associations. 





MR. McNULTY 


@ RosBert E. NEFF, superintendent 
of Methodist Hospital, Indianapo- 
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OP2S of water/ 


—_—_—,. 
re 


1-02. size packed 300 i hi, 
moped Ste Hard Milled To Last Longer! 
Packed Unwrapped 


Yo-02. size packed 1,000 
and 3 oz. packed 144 For Your Convenience! 


6y Colgate 


FOR YOUR PRIVATE PAVILION 


PALMOLIVE SOAP is 100% mild! Proved milder 
than America’s other leading toilet soaps and white 
“floating”’ soaps. Write for details on hospital sizes, 


prices, etc. 





FREE ! new 1954 Handy Soap Colgate-Palmolive Company 


and Synthetic Detergent Buying 
Jersey City 2,N.J. + Atlanta 5,Ga. + Chicago 11, Ill. 


Guide tells you the right product 
for every purpose. Get a copy 
from your Colgate-Palmolive rep- 
resentative, or write to our In- 
dystrial Department. 


Kansas City 5, Kans. + Berkeley 10, Calif. 
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lis, will retire on December 31 
after nine years of service at the 
hospital. Jack A. L. HAHN, assist- 
ant superintendent at Methodist 
since January 1953, will succeed 
Mr. Neff as administrator, 

A past president of the Ameri- 
can Hospital Association, Mr. Neff 
has been active in the hospital field 
for more than 40 years. He has 
also. served the Association as a 
member of the House of Delegates 
and the Council on Association Re- 
lations (now the Council on Asso- 
ciation Services) 

From 1913-28 Mr. Neff was ad- 





ministrator of the Indiana Univer- 
sity Hospitals, Indianapolis. For the 
next 17 years he held the top ad- 
ministrative post at the State Uni- 
versity of Iowa Hospitals, Iowa 
City. 

A fellow and past president of 
the American College of Hospital 
Administrators, he is a past presi- 
dent of the Indiana and Iowa Hos- 
pital Associations. A member of 
the American Hospital Association, 
he was recently awarded an hon- 
orary degree of doctor of humane 
letters by De Pauw University, 
Greencastle, Ind. 
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Former administrator of Memo- 
rial Hospital, Fremont, Ohio, Mr. 
Hahn holds membership in the 
American College of Hospital Ad- 
ministrators and the American 
Hospital Association. 


@ JOHN SETSMA JR., former as- 
sistant director of the Ionia 
(Mich.) County Memorial Hospi- 
tal, has been appointed adminis- 
trator of the William Crispe Hos- 
pital, Plainwell, Mich. He succeeds 
HARRY F. TUBERGEN. 

A graduate of the University of 
Minnesota course in hospital ad- 
ministration, Mr. Setsma complet- 
ed his administrative residency at 
Blodgett Memorial Hospital, Grand 
Rapids, Mich. 

He is a member of the American 
and Michigan Hospital Associ- 
ations. 


@ Davin W. WALSH, comptroller of 
St. Luke’s Hos- 
pital, Chicago, 
has been = ap- 
pointed to the 
same post at 
the Memorial 
Center for Can- 
cer and Allied 
Diseases, New 
York City. In 
his new posi- 
tion, he will be 
responsible for 
the fiscal affairs of Memorial Hos- 
pital, The Strang Cancer Preven- 
tion Clinic and the Tower Outpa- 
tient Building. 

Mr. Walsh is a certified public 
accountant and a member of the 
American Association of Hospital 
Accountants. 





MR. WALSH 





@ BENJAMIN W. WRIGHT, directo! 
of the Wilmington (Del.) General 
Hospital for the past four years, 
has resigned his position to be- 
come administrator of the Hos- 
pital Center at Orange, N. J., ef- 
fective January 1. He succeeds Dr 
CLEMENT C. CLAY, who resigned 
last May to become associate di- 
rector of the Hospital Council of 
Greater New York. 

Mr. Wright formerly served as 
comptroller and assistant admin- 
istrator of Doctors Hospital, Wash- 
ington, D. C.; administrator of the 
Arlington (Va.) Hospital and the 
Memorial Hospital, Cumberland, 
Md. 

A member of the American Col- 
lege of Hospital Administrators, 
he also holds membership in the 
American and Maryland-District 
of Columbia-Delaware Hospital 
Associations. 
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“¢,..business helps itself 


by promoting thrift 


among ils own people.” 


oe we 
:) 


EDWARD €. BALTZ 


President 
Perpetual Building Association 
Washington, D.C. 


“Expanding the regular sales of U.S. Savings Bonds is essential to 
the continued success of our Government’s sound money policy. Savings 
Bonds help people build security for themselves and stability for the 
nation’s economy. A reserve in Bonds gives them the assurance to spend 


current income on homes, cars and other substantial purchases. Meanwhile, 


regular Bond buying goes on adding to their future buying power. Thus 
business helps itself by promoting thrift among its own people. The surest 


way to encourage an employee to save regularly right where he works is 


to sign him up on the Payroll Savings Plan.’ 


Let’s point up this statement by Mr. Baltz, head of one 
of the nation’s outstanding thrift institutions and 
volunteer chairman of the District of Columbia Sav- 
ings Bond Committee, with a few facts and figures: 


@ currently, more than 45,000 companies, large and 
small, representing every classification of industry and 
business, are encouraging national thrift through the 
Payroll Savings Plan. 

@ every month, 8,500,000 Payroll Savers in these 
45,000 companies invest more than $160,000,000 in 
Savings Bonds. 

@ largely as the result of employer-encouraged thrift 
the cash value of Savings Bonds held by individuals 
on July 31, 1954, totaled more than 37.5 billion dollars. 


> 


e@ never before has America had such a reserve of 
future purchasing power. 

@ invested in America, these 37.5 billion dollara in 
Savings Bonds Dollars are a most effective check on 
inflation and a very important contribution to eco« 


nomic stability and a sound dollar. 


A million new Payroll Savers by the end of 1954! 
That’s the goal of those who believe that what is good 
for Americans is good for business. To do your part in 
reaching this objective, phone, wire or write today to 
Savings Bonds Division, U. S. Treasury Department, 
Washington, D. C. Your State Director, U. 5. Treasury 
Department, will show you how easy it is to build a 


successful Payroll Savings Plan, 


The United States Government does not pay for this advertising. The Treasury Department 


thanks, for their patriotic donation, the Advertising Council and 
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get 


Our special ‘catalog of interior decoration’ 


gives us needed information at a glance 


WE DECORATE WITH DISPATCH 


MARY K. HAYES 





PWvueE “catalog of interior decora- 
tion” for Massachusetts Memo- 
rial Hospitals was born from a 
drawer of drape samples, paint 
chips and upholstery coverings. 
Because of the complexity of the 
physical layout of the hospital— 
with its 365 beds and 40 bassinets 
and its buildings ranging in age 
from 12 to 84 years—maintenance 
and interior decoration had been a 
costly and time-consuming prob- 
lem. A special committee composed 
of three women of the hospital’s 
aid association supervised interior 
decoration, then as now, in con- 
junction with the executive house- 


“Mrs. Hayes is executive housekeeper of 
the 365-bed Massachusetts Memorial Hos- 
pitals, Boston. 


keeper and the plant superintend- 
ent. In order to keep up-to-date, 
this committee toured the hospital 
monthly, matching samples and 
checking room conditions and oth- 
er details. 

Concurrent with the catalog, 
standard paint colors, drape ma- 
terials and upholstery coverings 
gradually were evolving. 


MATERIAL SAMPLES 

From my _ hotel experience, 
where a listing is kept of room 
furniture, the idea for a cata- 
log of interior decoration origin- 
ated. The private rooms were first 
—the idea mushroomed into a 
complete description of the room 
and inventory of furniture. This 
included a description of the room 
(with square footage), a sample 
swatch of wall and chair coverings, 
number of windows and number 
of venetian blinds or shades with 
color or type. A sample of the 
drapery material was pasted to the 
page with color and measurements 
and the supplier and cost per yard 
noted. Space also was left on the 
page for comments by the interior 
decoration committee on each in- 
spection and the dates of redecora- 
tion or addition of each new item 
of furniture. 

Thus the file started. From this 
beginning, it has grown to include 
all the patient rooms. Eventually 
it will include all the business and 
executive offices and lobbies. 

Needless to say, the specific uses 
of this file are nearly unlimited. 
When the winter drapes go up after 
a summer’s storage, the catalog is 
invaluable for pinpointing the cor- 
rect location of each set of drapes. 
In training new supervisors, a flip 
through the pages of the catalog 
gives them a quick “bird’s-eye’”’ 
view of problems inherent to indi- 
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vidual rooms and floors. They find 
it easier thereafter to distribute 
the work load among. the floor 
maids more evenly and fairly, as 
some floors have more rooms than 
others and some rooms are more 
easily maintained. 

Recently the maintenance de- 
partment inaugurated a “Mr. Fix- 
It” program, whereby three main- 
tenance men—a painter, a carpen- 
ter and an electrician—circulate 
throughout the hospital making 
minor repairs in the patient areas. 
The catalog proves a real time- 
saver here, too. For example, when 
an order is called in from a patient 
floor to the housekeeping office that 
the paint or paper is chipped in- 


let us say—room 23, the painter 
simply picks up the order, refers 
to the catalog in the housekeeping 
office and checks the paint color 
or pattern of paper being used 


COMMITTEE ENTHUSIASTIC 


The interior decoration commit- 
tee has been more than enthusiastic 
about the catalog, among other rea- 
sons because of time saved that 
formerly was consumed in touring 
the hospital. The committee now 
comes to the housekeeping office, 
matches new samples of covering 
or materials to the samples in the 
catalog and in a matter of hours 
can plan complete redecoration of 
an entire floor 


NEW WAYS TO DO OLD JOBS 


MILDRED F. O'DONNELL 


MONG THE REQUISITES an execu- 
tive housekeeper must possess 

is an open mind toward research. 
She must keep up-to-date on new 
mechanized housekeeping equip- 
ment and new supply products 
that will help her insure the most 
efficient job that can be done. 

At Mt. Auburn Hospital in Cam- 
bridge, we are taking advantage 

Mrs. O'Donnell is executive housekeeper 
of 220-bed Mount Auburn Hospital, Cam- 
bridge, Mass. 
A list of new equipment and products 
to assist the hospital housekeeper, as 
drawn up by Mrs. O'Donnell, is available 
upon request from the editors of HOSPI- 
TALS, 18 E. Division St., Chicago 10, Il. 
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of many new developments, which 
might be applicable to other house- 
keeping departments. Whether 
these suggestions will work to ad- 
vantage elsewhere, of 
depends upon the selection, in- 
struction and follow-up supervi- 
sion. 


course, 


MAID'S CART 


First, let us consider the maid’s 
cart. As you know, using maid’s 
carts in hospitals is comparatively 
new, though hotels have used them 
for years. There is nothing so ex- 
asperating as to have the maid 


Time-saving is not the only 
favorable factor. Expenditures on 
decoration have been more evenly 
distributed throughout the hospital 
buildings, resulting in easier ac- 
counting as well as more consistent 
allocation of money. 

Further evidence of the catalog’s 
value lies in the fact that there are 
now three duplicate catalogs—one 
in the housekeeping office, one in 
the plant superintendent’s office 
and one in administration. This 
has helped improve the appear- 
ance of the hospital because it 
keeps key people fully aware of the 
appearance of the hospital, neces-~- 
sary repairs and the latest im- 


provements. s 


LEFT: MATTRESS carrier con- 
verted from child's crib 
doubles to transport screens 
and storm windows. BELOW: 
MAID's cart designed at Beth 
Israel Hospital, Boston, was 
built in local shops for $24. 


shuffle back and forth to a pa- 
tient’s room to empty the waste 
basket, then to wash the bathroom, 
then to mop the floor. Much time is 
lost in merely walking back and 
forth. As much is lost in social 
intercourse, namely, a bit of gossip 
coming and going. 

Mrs. Malone, executive house- 
keeper at the Beth Israel Hospital, 
3oston, has designed a very good 
maid’s cart. Your own maintenance 
make it up for 
Commercially-manu- 


department can 
around $2 
factured ones are equally good, but 
the cost is much higher: Even at 
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ABOVE: PORTABLE lightweight vacuum 
cleaner leaves the operator unencumbered 


this higher price, however, a maid’s 
cart pays for itself in time and la- 
bor saved. 


MATTRESS CARRIER 


We have at our hospital a piece 
of equipment that is my pride and 
joy—probably didn’t 
cost us anything and was some- 
thing that had been long needed. 
mattress carrier made 
from two sides of a child’s dis- 


because it 


This is a 


carded crib, mounted on a dolly 
with rubber-tired swivel wheels. 
It is 60” long and 23” wide, with 
an allowance of 8” for one mattress. 
Around the edge of the dolly is a 
rubber bumper. Add to this a 
cover coat of aluminum paint and 
you've got a piece of equipment in 
which to take pride. 

Our maintenance men also use 
this carrier to transport screens and 
storm windows. 


VACUUM CLEANERS 


In thinking of cleaners, have you 
ever considered a portable light- 
weight vacuum? There is now one 
on the market that weighs only 
9'% pounds, It can be strapped on 
the back of the operator, leaving 
him free to climb ladders and clean 
staircases and pipes, etc., unim- 
peded, We find this type of vacuum 


BELOW: CIRCULAR reel, a real labor- 
saving device in the uniform room, can 
be made to order or bought commercially. 
















especially good in the operating 
room, where there are so many 
things around which we must 
work. Varying sizes of feet can be 
ordered and the usual attachments 
can be purchased as needed. 

A very large New York hospital 
uses small tank-type vacuums for 
doing floors. They have abolished 
dry mops completely. Our staff, 
curious to know if patients ob- 
jected to the noise of the vacuum, 
was told that they didn’t even 
seem to notice it. The end result 
is cleaner floors and every maid 
clamoring for a vacuum, please! 

Should a wet-dry vacuum pick- 
up be needed—and considered too 
expensive—the maintenance de- 
partment might be inveigled into 
sharing the use and purchase price, 
thus distributing the cost. This also 
may serve as a persuasive selling 
point to the administrator. Tuber- 
culosis hospitals seem to prefer 
water-tank vacuums because of the 
airborne germs they constantly 
must combat and control. 


UNIFORM RACK 


Most hospitals have some sort of 
uniform room. A labor-saving de- 
vice is the circular reel. This may 
be made to specifications or pur- 
chased in standard Small 
ones cost approximately $125, oc- 
cupy about six square feet and 
take 350 uniforms. Just think— 
you can stand in one spot, spin 
the reel and hang all those uni- 
forms. Saves the metatarsals from 
screaming at the end of the day! 


sizes. 


WALL WASHING MACHINE 
Exhaustive studies have been 
made concerning the use of a wall 
washing machine versus washing 
by hand.* Here is a comparison 
worth consideration: hand wash- 
ers were able to do 2,500 to 3,000 
square feet of wall space in the 
same length of time as the same 
washers did 4,500 square feet with 
a two-man crew and a two-tank 

rall washer. It cost the hand 
washers some 45 cents a day for 
detergent, while the detergent cost 
ranged from six to 12 cents per day 
when a machine was used. 
MOP SHAKER 
If dry mopping still is being 
done, the question always arises 
*C. H. Clark, manager, Snyder-Phillips 
Hall, Michigan State College, East Lansing, 


reporting results of a study conducted at 
the college. 





as to where the mops are to be 
shaken. If no place is provided, the 
maids and housemen just shake 
them out over the fire escape. The 
result—dust right back where you 
started. 

Now there is an electric dust 
mop shaker on swivel wheels, 
which can be moved along with 
the maid from room to room. This 
is the way it works. Mop is in- 
serted into a slit in the front of 
the machine, agitated against a 
screen to loosen the dust and the 
dust drops down into a drawer 
below—which has to be emptied. 
This is not the best solution, but 
it is a good arrangement where 
there are old buildings. Some day 
all the new hospitals will have a 
central vacuuming system, where 
the dust will go exactly where it 
belongs—right to the incinerator. 

I sometimes think that hospitals 
are the dustiest places in the world. 
We pick up the dust and deposit it 
some other place: we pick it up 
from there to go to the incinerators 
and on the way scatter it with 
careless abandon as we go. 


CLEANING SUPPLIES 


It seems rather shortsighted to 
me for housekeepers to continue 


to pay for the water in liquid 
soaps, when detergents can be 
bought in concentrates and the 


water added later. There are many 
excellent detergents on the mar- 
ket. 

Then there is the deodorant and 
disinfectant question—and is it a 
controversial one! A well-known 
laboratory has approved an odor- 
less deodorant. In its usage you 
have no substitution odor. This, in 
my estimation, is the only answer 
for odors. Disinfectants also can be 
bought without substitution odors. 
These can be used on every type 
of floor, including conductive floors 
in the operating and case-room 
areas, 

Insecticides of all descriptions 
are on the market. For example, 
there is a wax containing lyndane 
in sufficient strength to exter- 
minate insects when they walk 
over the floors. In one process, you 
wax your floors and kill off pests. 

The hospital housekeeper cer- 
tainly is living in a world of prog- 
ress. She must grab hold and take 
advantage of everything new she 
a 


can. 
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OFFICIAL NOTES 





|. Minutes of Board of Trustees meetings 
Official call for meetings of Coordinat- 
ing Committee and Board of Trustees 
Forthcoming meeting of the Committee 
on Nominations 
Appointments of State Advisory Coun- 
selors 


Excerpts from the minutes of 
the September 11 meeting of the 
American Hospital Association’s 
Board of Trustees are as follows: 

A meeting of the Joint Commit- 
tee of the trustees of the American 
Medical Association and the Amer- 
ican Hospital Association was held 
in Chicago on August 28, 1954. At 
that meeting, Dr. Walter B. Martin 
for the American Medical Associa- 
tion and Doctor Snoke for this As- 
sociation were designated as a com- 
mittee to draft a statement clari- 
fying the status of the Report on 
Hospital-Physician Relationships 
adopted by both organizations in 
1953. 

As a result of an opinion de- 
livered by the Attorney General 
of the State of Iowa regarding the 
illegality of the corporate practice 
of medicine, there have been dis- 
cussions of this problem by the Iowa 
Medical Society with the Iowa 
Hospital Association. Doctor Mar- 
tin has requested the Iowa Medi- 
cal Society to defer action until a 
joint conference can be arranged 
between representatives of the 
American Medical Association and 
of the American Hospital Associa- 
tion boards of trustees with repre- 
sentatives of the medical society 
and of the hospital association in 
Iowa, and Doctor Crosby has re- 
quested the Iowa Hospital Associa- 
tion do similarly. The Board agreed 
with this course of action and 
VOTED: To appoint E, Dwight Bar- 
nett, M.D., and Albert W. Snoke, M.D., 
to meet with representatives of the 
{merican Medical Association, of the 
lowa Medical Society and of the lowa 
Hospital Association, if such meeting 
is agreeable to all parties concerned, 
to discuss the issues arising out of 
hospital-physician relations. 

It was agreed that, if such a con- 
ference is not agreeable to the 
other parties, this Association 
should assure the Iowa Hospital 
Association of the complete codp- 

(Continued on page 144) 
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Health Picture Bright As 85th Congress Forms 


Significant developments have been plentiful in recent weeks in the 


Washington legislative scene: 


1. The virtual certainty, as a result of the elections, that Senator Liste: 
Hill, (D., Ala.), will be chairman of the Senate Labor and Public Welfare 
Committee. He is co-author of the Hill-Burton Hospital Survey and Con 
struction Act of 1946 and a supporter of legislation beneficial to hospital: 


2. An impending reorganization 
of the House Interstate and For- 
eign Commerce Committee, that 
will make Rep. Percy Priest, (D., 
Tenn.), its chairman. Functions of 
this committee correspond gener- 
ally to those of the Senate group 
that Senator Hill will head both 
being in charge of health and hos- 
pital legislation. Representative 
Priest also is an advocate of fed- 
eral aid for hospitals which im- 
poses no measure of Washington 
control. 

3. Restoration to 
greater authority of Reps. John D. 
Dingell, (D., Mich.), and Emanuel 
Celler, (D., N. Y.). Both are frank 
supporters of compulsory national 
health insurance. The former will 
second-ranking majority 


positions of 


become 
To Hold Midyear Conference 
In Chicago, February 4-5 

The American Hospital Asso- 
ciation through its Council on 
Association Services will 
again sponsor the annual Midyear 
Conference for Presidents and 
Secretaries of national, state, pro- 
vincial and regional hospital as- 
sociations at the Palmer House in 
Chicago, February 4-5. 

The conference offers associa- 


once 


tion representatives an opportu- 
nity to meet with other association 
officers, to discuss problems and 
programs of mutual interest, and 
to obtain up-to-date information 
about activities affecting the en- 
tire hospital field. 

In addition to a discussion of a 
variety of state association proj- 
ects, the conference will provide 
those attending with information 
about national programs directly 
related to state and local hospital 
association operation. 

In order to be assured of hotel 
accommodations, all official rep- 
resentatives who are planning to 
attend the conference should write 
the Palmer House for reservation 
as soon as possible and should 
mention that they are attending 
this annual Association meeting 


member of the House Ways and 
Means Committee; Representative 
Celler is the prospective chairman 
of the House Judiciary Committee 

4. Increasing signs from the Pen 
tagon that the Department of De- 
fense will strive hard in 1955 to get 
legislation enacted to systematize 
hospital and medical benefits for 
dependents of servicemen and to 
institute military medical scholar- 
ships to strengthen the regular ca- 
reer services in Army, Navy and 
Air Force 

Another Congressional change 
worthy of mention is that Rep 
John E. Fogarty, (D., R. I.), will 
resume his former role as chairman 
of the House subcommittee that 
handles Public Health Service ap- 
propriations. These appropriation 
include the annual operating fund 
for Hill-Burton hospital program- 
ming, maintenance and operation 
of PHS public health 
grants-in-aid to the states, and al- 


hospitals, 
locations for support of medical re 
search in hospitals, 
and other institution 
tive Fogarty has been a consistent 
advocate of increased federal a 


medical schools 


Representa- 


sistance 


Veterans Administrator Reports 
End of Segregation in VA Units 

Segregation has been abolished 
in all hospitals administered by 
Veterans Administration, Harvey 
V. Higley, administrator of vet- 
erans affair recently announced 

In a letter congratulating him on 
this accomplishment, the President 
wrote Mr. Higley: “In making the 
success of your program possible, 
our people have once again dem 
onstrated their social maturity and 
their determination to have in 
America fair play and equal op 
portunity. In your accomplishment 
Americans everywhere can take a 
great and justifiable pride.”’ 

One of the administrator first 
teps, after he became the VA 
head in September 1953, was to 
order a survey of 166 hospitals and 
domiciliary facilities to ascertain 
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the scope of segregation. The study 
disclosed that it was being prac- 
ticed in 47 installations, located in 
23 states. Within six months, seg- 
regation had ended in all but three 
of them. By July 15, 1954, non- 
segregation was achieved in all of 
the 47 installations. 

“T am extremely happy,” Higley 
stated, “that we can make this re- 
port to the American people. My 
sincerest praise goes to the vet- 
eran-patients, the hospital staffs, 
the local communities and the or- 
ganizations who have made this 
achievement possible within 10 
short months,” 


December 15 To Be Observed 
As Safe Driving Day 


The American Hospital Associa- 
tion and other national organiza- 
tions are cooperating with the 
President’s Action Committee for 
Traffic Safety in the observance 
of Safe Driving Day, December 15. 
The committee believes that S-D 
Day is an opportunity and a chal- 
lenge for all types of organizations 
to join in a common effort against 
a common enemy: traffic accident 
toll. In 1953, there were nearly 10 
million traffic accidents with one 
traffic injury every 24 seconds and 
one death every 14.5 minutes. 

It is hoped that motorists and 
pedestrians can eliminate traffic 
accidents by their own actions and 
thus reduce the number of traffic 
emergencies brought into the As- 
sociation’s member hospitals. 

Hospitals are urged to point up 
the importance of safety in their 
house organs. Administrators are 
encouraged to notify the hospital 
personnel of this observance and 
seek their codperation with and 
participation in Safe Driving Day. 


Ask White House Approval 
On Largest Draft Call to Date 


The White House has been asked 
to approve a January draft call 
for physicians and dentists that is 
expected to be the largest to date 
All three armed services have made 
known their needs 

In the meantime, the draft 
boards are trying to fill the De- 
cember quotas of 550 physicians 
and 429 dentists. 

This year’s recruitment drive 
among 1954 dental graduates was 
successful for two out of three 
groups. The Navy received 450 
volunteers; the Air Force, 350; but 


the Army could only secure 89 
volunteers. 
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FTC NAMES 17 COMPANIES 





Complaints of False, Misleading Ads 


The Federal Trade Commission issued complaints against 17 insurance 
companies October 19 charging them with false and misleading adver- 
tising in the billion-dollar hospitalization, accident and health insurance 


business, 


Companies named in the proceedings account for annual premiums of 
more than 300 million dollars, representing about one-third of the total 








"Dr. Mac’ Convalescing 
At Passavant Hospital 


Dr. Malcolm T. MacEachern, di- 
rector of the American Hospital 
Association’s professional relations, 
was suddenly taken ill on Novem- 
ber 2 in Washington just before he 
was to address the ninth Inter- 
Agency Institute for Federal Hos- 
pital Executives at Walter Reed 
Army Medical Center. 

Following 12 days of hospitaliza- 
tion at Walter Reed, Dr. Mac- 
Eachern returned to Chicago on 
November 14 with a subsequent 
short stay at Passavant Memorial 
Hospital. It is expected that he will 
have returned to his desk by De- 
cember 1. 


Low Occupancy, Debts Force 
Closing of TB Sanatorium 


The country’s oldest private 
establishment for the treatment of 
tuberculosis, Trudeau Sanatorium, 
closes on December 1 because its 
continuance is deemed no longer 
useful or economically feasible. 

In announcing the closing of 
this institution, located a mile 
north of Saranac Lake, N. Y., Dr. 
Gordon Meade, executive director 
of the Trudeau-Saranac Institute, 
said that the mounting debts and 
a steady decline in the number of 
patients forced the closing of the 
institution. The number of pa- 
tients in the last five years has de- 
creased from an average of 185 to 
a current number of 60. The re- 
maining 30 patients have been 
given assistance in finding other 
facilities. 

Since the founding of Trudeau 
Sanatorium in 1884, the average 
fee for patients rose from five 
dollars a week to the recent figure 
of 10 dollars per day. During its 
70-year history, the sanatorium 
has cared for 12,474 patients, of 
whom 5,000 are alive today. 

The board of trustees of the 
sanatorium were expected to name 
a special committee to consider 
the possibility of converting the 
institution into a_ rehabilitation 
center for chronic diseases. 








accident and health coverage on an 
individual policy basis in the 
United States. 

The 17 companies named were: 
The American Hospital and Life 
Insurance Company, San Antonio, 
Texas; American Life and Acci- 
dent Insurance Company, St. 
Louis; Automobile Owners Safety 
Insurance Company, Kansas City, 
Mo.; Bankers Life and Casualty 
Company (The White Cross Plan), 
Chicago; Commercial Travelers 
Insurance Company, Salt Lake 
City, Utah; The Commercial Trav- 
elers Mutual Accident Association 
of America, Utica, N. Y.; Guaran- 
tee Reserve Life Insurance Com- 
pany of Hammond, Hammond, 
Ind.; Guarantee Trust Life In- 
surance Company, Chicago; Illinois 
Commercial Men’s Association, 
Chicago; La Salle Casualty Com- 
pany, Chicago; Life Insurance 
Company of America, Wilmington, 
Del.; Mutual Benefit Health and 
Accident Association (Mutual of 
Omaha), Omaha, Nebr.; Prudence 
Life Insurance Company, Chicago; 
Reserve Life Insurance Company, 
Dallas, Texas; Southern National 
Insurance Company, Little Rock, 
Ark.; Travelers Health Associa- 
tion, Omaha, Nebr.; and United 
Insurance Company, Chicago. 

In general, the complaints are 
directed against the use of false or 
deceptive advertising claims re- 
lating to the extent of the coverage 
provided and the benefits payable 
under accident and health policies. 
Some of the companies cited sell 
only by mail; others sell only 
through agents; and still others 
use both methods. The legal pro- 
ceedings instituted follow a nation- 
wide investigation announced by 
FTC Chairman Edward F. Howrey 
10 months ago. 

The investigation grew out of a 
flood of letters received from 
American policy holders complain- 
ing that the insurance coverage 
they purchased was not the cover- 
age that had been advertised. This 
has been the first broad scale Fed- 
eral Trade Commission investiga- 
tion of its kind in this field. 

A composite picture of the chal- 
lenged practices follows. No one 
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company is charged with engaging 
in every practice listed. 

|. Misrepresentation of policy ter- 
mination provisions. The complaints 
challenge advertising that falsely 
represents or implies that a cancel- 
able policy will remain in effect 
as long as the insured pays his 
premium. Most of the policies sold 
in this field are renewable solely 
at the option of the company. Each 
new premium purchases insurance 
for a new term, and the company 
can cancel the majority of these 
policies at the end of any term for 
any reason. 

2. Misrepresentation of extent of 
coverage. The complaints challenge 
advertising claims that state ben- 
efits will be paid in cases of acci- 
dent or sickness generally. Many 
policies will not pay at all for 
losses due to certain causes, such 
as nervous disorders, dental oper- 
ations, venereal disease, preg- 
nancy,’ childbirth, miscarriage, 
etc. They will not pay for losses 
due to certain other causes such 
as hernia, tuberculosis, heart dis- 
ease, appendicitis, etc., unless 
originating at least six months 
after the policy date. They will not 
pay for loss due to sickness that 
can be traceable to conditions ex- 
isting prior to the date of the 
policy. 

3. Misrepresentation of maximum 
dollar limits. Many companies state 
that claims up to a_ specified 
amount will be payable for certain 
medical, hospital and _ surgical 
services. Actually, many of the 
policies provide that the full 
amount is payable only for one or 
two comparatively rare operations. 
The maximum amount payable for 
the average operation is one- 
fourth of the specified amount, or 
even less. 

4. Misrepresentation of beginning 
time of coverage. Certain companies 
represent coverage as effective at 
the date of policy issuance, when 
actually coverage for many sick- 
nesses is delayed until the policy 
has been in effect for a specified 
period of time. 

5. Misrepresentation 


concerning 
health status of applicant. Certain 


companies state that a medical 
examination is not required to ob- 
tain their policies. What some ad- 
vertisements do not disclose is that 
any loss, traceable to a condition 
in existence at the time of the 
policy issuance, is not covered. 

6. Misrepresentation relating to 
sale of a plan. Representations of 
some of the companies imply a 
great many benefits are available 
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Medical College Officers Confer 
enn poeta 


PRESIDENT of the Association of American Medical Colleges Dr. Vernon W. Lippard 
(left), dean of the Yale University School of Medicine, is photographed with the immediate 
past president, Dr. Stanley E. Dorst, dean of the University of Cincinnati College of Med- 
icine, and AAMC President-elect Dr. Robert A. Moore, vice-chancellor, Schools of the 
Health Sciences, University of Pittsburgh, at the group's recent meeting in French Lick, Ind. 





for a few cents a day. Actually, 
several policies must be purchased 
at a higher cost to obtain all the 
listed benefits. 

7. Misrepresentation of benefits as 
payable for life. Some companies 
imply that a specified income will 
be paid as long as the insured is 
disabled, even if for life. Such pay- 
ments are payable for a limited 
period of time in cases of disability 
due to sickness or cases of partial 
disability due to accident. Only in 
cases of absolute total disability 
due solely to accidental bodily in- 
jury are the payments made as 
represented. 

8. Misrepresentation concerning 
additional benefits. This category 
includes representations that cer- 
tain benefits are payable in addi- 
tion to other benefits when they 
are actually payable on a mutually 
exclusive basis. 

The Federal Trade Commission 
Act, as amended, prohibits ‘unfair 


or deceptive practices in com- 


merce.” As amended, the FTC Act’ 


is applicable to the interstate in- 
surance business ‘‘to the extent 
that such business is not regulated 
by State law.” 

Five State Associations 

Elect New Officers 

The rosters of the Mississippi, 
Nebraska, New Mexico, Vermont 
and West Virginia Hospital Asso- 
ciations, as a result of recent 
elections at their respective state 
meetings, include the following 
new Officers: 

Mississippi: President, Dr. Omar 
Simmons, superintendent, Newton 
(Miss.) Infirmary; president-elect, 
S. E. Grimes Jr., administrator, 


King’s Daughters Hospital, Brook- 
haven; executive director, Charles 
W. Flynn, P. O. Box 1043, Jack- 
son; and treasurer, Harry C, Cut- 
ler, administrator, Ivy Memorial 
Hospital, West Point. 

Nebraska: President, Herbert A 
Anderson, administrator, Lincoln 
(Nebr.) General Hospital; pres- 
ident-elect, Jack Hurley, Grand 
Island; vice-president, Paul G 
Finneman, administrator, North 
Platte (Nebr.) Memorial Hospital; 
secretary, Duane E. Johnson, ad- 
ministrator, University of Neb- 
raska Hospital; Omaha; and treas- 
urer, Sister Mary Kevin, director 
of nursing, St. Catherine’s Hos- 
pital, Omaha, 

New Mexico: President, Elmer 
Zaudke, administrator, Atchison, 
Topeka and Santa Fe Hospital, 
Albuquerque; president-elect, Sis- 
ter Mary Assunta, business mana- 
ger, St. Vincent’s Hospital, Santa 
Fe; vice-president, Ray Woodham, 
administrator, Presbyterian Hos- 
pital Center, Albuquerque; and 
secretary-treasurer and alternate 
delegate to the American Hospital 
Association, Homer A. Reid, direc- 
tor, Lovelace Clinic, Albuquerque. 

Vermont: President, Milton C 
Kennaugh, director, Gifford Me- 
morial Hospital, Randolph; pres- 
ident-elect, Mary M. Ferry, ad- 
ministrator, Heaton Hospital, 
Montpelier; secretary, Glenna M 
Corey, R.N., superintendent, Por- 
ter Hospital, Middlebury; and 
treasurer, Mrs. Gertrude K. Trout, 
R.N., superintendent, Brightlook 
Hospital, St. Johnsbury 

West Virginia: President, Horace 
P. Athey, administrator, William- 
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son (W. Va.) Memorial Hospital; 
president-elect, James E, Huson, 
superintendent, Camden-Clark 
Memorial Hospital, Parkersburg; 
vice-president, Sister M. Thoma- 
sina, S.S.J., administrator, Wheel- 
ing (W. Va.) Hospital; executive 
secretary, William R. Huff, 424 
Morrison Bldg., Charleston 1; and 
treasurer, J. Harold Laughlin, ad- 
ministrator, Staats Hospital, Char- 
leston. 


Association to Co-sponsor 
Safety Contest for Employees 


The National Safety Council and 
the American Hospital Association 
will jointly sponsor the first na- 
tional safety contest for hospital 
employees, beginning January 1, 
1955 and continuing throughout 
the year, The contest is open to all 
member hospitals of the American 
Hospital Association, or those that 
subscribe to Hospital Safety Serv- 
ice, 

Hospitals must enroll by Janu- 
ary 1, 1955. All entries will be 
classified in size groups on the 
basis of the number of fulltime 
employees. 

The quarterly reports that each 
entry must submit on the work 
injury rate in their respective in- 
stitutions will be kept confidential 

only winners will be announced 
by name, Awards for each group 
will be presented during National 
Hospital Week in 1956. 


Injured Administrator Continues 
His Duties from His Bedside 


Crayton E. Mann, Evansville 
(Ind.) administrator, who was 
paralyzed from the neck down in 
a severe accident September 19, 
is carrying on his regular admin- 
istrative duties from his bedside. 
The Baptist Hospital head suffered 
a fractured neck and severe spinal 
injuries when he dived from boat 
near Sandy Island and struck a 
shallow ridge concealed by water. 

Mr. Mann daily dictates his let- 
ters to his secretary and holds reg- 
ular conferences with department 
heads, With the last phase of a 
multi-million dollar construction 
program in the planning stage, he 
is keeping in close touch with the 
architect, 

A member of the AHA House of 
Delegates, Mr. Mann is a member 
of the board of trustees of the 


Public Health Service Announces 
Vacancies for Physicians 

The Public Health Service has 
announced that there are a num- 
ber of current vacancies in its 
Commissioned Corps for physi- 
cians interested in limited-dura- 
tion duty as well as those seeking 
permanent commissions in the 
service. 

Active duty in the Public Health 
Service satisfies the requirements 
of Selective Service. Moreover, in 
order to help meet future require- 
ments for physicians with special- 
ized training, the Public Health 
Service will request deferment of 
a limited number of interns who 
are appointed to the Commis- 
sioned Reserve so they can obtain 
residency training in civilian hos- 
pitals before they are called to ac- 
tive duty in the Public Health 
Service. 

The service operates 16 special 
and general hospitals. Research 
on a wide range of medical prob- 
lems is carried on at the National 
Institutes of Health and the new 
Clinical Center at Bethesda, Md.; 
the Communicable Disease Center, 
Atlanta, Ga.; the Arctic Health 
Research Center, Anchorage, Alas- 
ka; and other service installations. 

There also are opportunities for 


qualified physicians in the med- 
ical care programs of the Coast 
Guard, Federal Prisons, and In- 
dian Service; in epidemiology, in 
public health administration, and 
in other service programs. 

Physicians and medical students 
interested in applying for commis- 
sions or in obtaining information 
regarding current openings in the 
service are invited to communicate 
with the Surgeon General, Public 
Health Service, Department of 
Health, Education, and Welfare, 
Washington 25, D. C. 


Build Portable Library 
For Civil Defense Literature 


A portable library containing 
civil defense literature, has been 
built in Oklahoma at a cost of 250 
dollars with the Federal Civil De- 
fense Administration paying 50 
per cent of the cost. 

The display is prominently posi- 
tioned just inside the main en- 
trance to the new Oklahoma City 
library plant. 

Approximately 500 pieces of 
civil defense literature can be 
placed on the racks at one time. 
Distribution of this material is be- 
ing handled on the state level. The 
literature is serviced weekly upon 
request. 
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ANA Chooses ‘Nurse of the Year’ 


od 
i* 
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CHOSEN “nurse of the year" by the American Nurses Association, Marie Peterson, head 
nurse on the orthopedic ward at Swedish Hospital, Minneapolis, receives a word of con- 


gratulations from Vice President Richard Nixon in Duluth during observance of National 
Nurse Week, October 11-16. Miss Peterson started to work at the hospital as an elevator 
operator during high school and received her nursing diploma in 1946. Today in addition 
to her duties as head nurse at the hospital, Miss Peterson is president of the Minnesota 
Nurses Association and vice-chairman of the general duty section, American Nurses Asso- 
ciation. The Hon. Elmer C. Anderson, Governor of Minnesota, is photographed at the left. 


American Protestant Hospital As- 
sociation and a trustee of the In- 
diana Hospital Association. He is 
a member of the American Hospi- 
tal Association. 
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Reaction to AHA Expansion Program 


The expanded program of the American Hospital Association has been 
discussed at state and regional meetings since the House of Delegates 
voted a bylaws change to increase dues for financing this expansion. 

An officer, trustee or council member—attending each meeting pri- 


marily as an official representative of the Association 


detail the entire program. 


has explained in 


Following is a general round-up of reaction to the dues increase taken 





Appoint James R. Neely 
To AHA Council Post 


The appointment of James R. 
Neely as secretary of the AHA 
Council on Prepayment Plans and 
Hospital Reimbursement has been 
announced by Dr. Edwin L. 
Crosby, director of the Associa- 
tion. Mr. Neely, who has been 
serving as assistant secretary of 
the council, succeeds Deputy Di- 
rector Maurice J. Norby who will 
devote his full time to the duties 
of the deputy directorship. 

Mr. Neely joined the Associ- 
ation’s staff in January 1953 
as an administrative assistant. A 
graduate of the University of 
Minnesota’s course in hospital ad- 
ministration, he completed his 
administrative residency at the 
Jersey City (N. J.) Medical Cen- 
ter. He also served as assistant 
administrator at the New Jersey 
center. 


2,336 Hill-Burton Projects 
Approved Since 1946 


Recently-issued statistics on 


Hill-Burton hospital expansion, 
prepared by the hospital facilities 
division of the U. S. Public Health 
Service, show that as of Septem- 
ber 30, 2,336 projects involving 
111,903 hospital beds have been 
approved since the program’s in- 
ception in 1946. The total esti- 
mated cost of these projects is 
$1,897,391,438, of which the fed- 
eral share is approximately one- 
third. 

There were 100 projects initially 
approved; 1,709 are now in opera- 
tion; and 527 are in stages of 
construction. 

The program also includes 415 
health centers, plus 80 combined 
with hospitals. 


Sister Mary Mercy 
Named MHA Treasurer 

Sister Mary Mercy of Mercy 
Hospital, Portland, replaces Garner 
C, Goodwin as treasurer of the 
Maine Hospital Association. Mr. 
Goodwin is administrator of the 
Waldo County General Hospital, 
Belfast, Maine. 
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from editorials in state association 
bulletins, from letters and from 
reports following the state meet- 
ings. 

From a letter written by Homer 
A. Reid, secretary-treasurer of the 
New Mexico Hospital Association: 
“The New Mexico Hospital Asso- 
ciation, at the first interim meeting 
of the year ... passed a resolution 
extending a vote of confidence and 
support to the officers, delegates 
and executive staff of the Ameri- 
can Hospital Association... . ‘We, 
of New Mexico, wish to endorse 
unanimously the action of the 
House of Delegates, and extend to 
you our support in any way that 
it may be needed to carry on and 
enlarge the program of the Amer- 
ican Hospital Association.’ 

‘“‘New Mexico is anxious to see 
the program proceed rapidly, and 
we know that under the capable 
direction of the officers, delegates, 
and the executive staff, the Amer- 
ican Hospital Association will 
continue to be a leader in its tield 
throughout the world.” 

Donald W. Cordes, a member of 
the Council on Administrative 
Practice, presented a detailed ex- 
planation of the projected plans of 
the American Hospital Association 
to those attending the Montana 
Hospital Association meeting 
Donald S. Showman, a delegate, and 
Harold C. Wheeler, a delegate-at- 
large, explained why they had 
cast negative votes in the House. 
They felt they had not had suffi- 
cient time to discuss the proposi- 
tion with the membership in order 
to commit it to the program. Mr. 
Cordes’ visit and explanation was 
particularly appreciated. 

At the Wyoming Hospital Asso- 
ciation meeting following Trustee 
Mary Schabinger’s presentation, 
floor discussion indicated support 
of the dues increase 

Carl] C. Lamley, a member of 
the Council on Administrative 
Practice, was the Association’s del- 
egate to the Idaho Hospital Asso- 
ciation meeting and presented the 
details of the expansion program 
to the membership. 

Here are some excerpts from an 
editorial published in the Michi- 


gan Hospital Association Bulletin 
written by Allan Barth, executive 
director. “We think the AHA 
House of Delegates in voting to 
improve its headquarters and ex 
pand its program has taken a con- 
fident step forward The 
mark of the Association's program, 
as good as it is, has only scratched 
the surface. It can be and should 
do everything in its power to in- 
sure the best health care possible 
for the people of this nation. The 
new AHA Center for Hospital 
Affairs should help meet that chal- 
lenge.” 

Clyde W. Fox, forme: 
of the Council on Administrative 
Association’s 


membe! 


Practice, was the 
representative at the British Co- 
lumbia Hospital Association meet- 
ing at Vancouver, October 12-15 
Three administrators whose hospi- 
tals are American Hospital Asso- 
ciation members stated that they 
were happy to see the Association 
forward and that they 
increase Was 


move 
thought the dues 
nominal in the light of the impor- 
tance of the program 

The board of trustees of the 
Georgia Hospital Association has 
endorsed the dues increase. The 
following excerpts are taken from 
the November issue of the Georgia 
Hospital Association News Bulle- 
tin edited by Helen Gillespie 
“While a question was raised as 
to the tangible values to indi- 
vidual hospitals in dollars and 
cents, it was pointed out that this 
was a long-range project and that 
Association membership had an 
intangible value all its own that 
could not be measured in terms of 
money. Like taxes, no dues in- 
crease ever yet has been greeted 
with enthusiasm, and your tru 
tees—after long and careful con- 
sideration—went on record in 
endorsing the new AHA dues in- 
crease and they urge you to re 
consider if you are 
administrators who indicated they 
would withdraw membership if 
the dues increase went through 
The trustees have pledged them- 
upport to 


among the 


elves to lend active 
the cause in local council meetings 
and they ask you to delay action 
until you hear AHA President- 
elect Ray Brown tell the full AHA 
story at the Augusta convention 
next February.” 

At the Vermont Hospital Asso- 
ciation meeting, Frank Houghton, 
delegate to the House, did such an 
outstanding job of presenting the 
House action on the dues increase 
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that Edward K. Warren, a mem- 
ber of the Council on Prepayment 
Plans and Hospital Reimburse- 
ment, who was the official Asso- 
ciation representative to the meet- 
ing, did not have to discuss the 
expanded program at all. A motion 
made and seconded endorsing the 
dues increase was passed unani- 
mously. 

The representative at the Neb- 
raska Hospital Association meet- 
ing was Frank Groner, chairman 
of the Council on Hospital Plan- 
ning and Plant Operation. Those 
attending seemed sympathetic to 


the doubling of the dues, but some 
felt that the small hospitals in the 
more distant sections of the state 
would not take kindly to the in- 
crease. 

Benefits to the small hospital 
from the expanded program were 
stressed in conversations with ad- 
ministrators of small hospitals. 
Following these discussions, the 
dues increase seemed quite well 
received. 

Some questions were raised re- 
garding the expanded program at 
the West Virginia Hospital Asso- 
ciation meeting, but there was no 
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argument relative to the dues in- 
crease. Howard Cook, secretary of 
the Council on Association Serv- 
ices, made the presentation. It was 
felt that more explanation of the 
need and importance of the pro- 
gram will be required. 

Hubert W. Hughes, a member of 
the Council on Association Serv- 
ices, made the presentation re- 
zarding the dues increase, the ex- 
panded program and the new 
headquarters building to the Colo- 
rado Hospital Association. Before 
Mr. Hughes spoke, Louis Liswold, 
House delegate from Colorado, 
who spoke against the dues in- 
crease in the House, urged all 
Colorado hospitals to go along 
with the expanded program which 
he feels is needed and well ad- 
vised. 


Ritz E. Heerman Receives 
CHA Award of Merit 

Ritz E. Heerman, immediate past 
president of the American Hospital 
Association and general manager 
of the Lutheran Hospital Society 
of Southern California, was re- 
cipient of the California Hospital 
Association’s Award of Merit dur- 
ing the state association’s recent 
annual meeting in Fresno, October 
28-29. 


350 Practical Nursing Schools, 
NAPNE Statistics Show 

The number of approved schools 
of practical nursing in the United 
States and the number of students 
in these schools have doubled in 
the last three years, Hilda M. Tor- 
rop, executive director of the Na- 
tional Association for Practical 
Nurse Education, announced re- 
cently. 

“There are now 15,000 students 
in the 350 approved schools of 
practical nursing,’ Miss Torrop 
said. “However, at least 100,000 
students should be enrolled an- 
nually in order to meet the nation’s 
need.” 


Group to Consult on Insurance 
For Government Employees 

A five-member committee rep 
resenting federal workers’ unions 
recently has been appointed to 
consult on plans which the Admin- 
istration is making for institution 
of contributory medical care in- 
surance covering government em- 
ployees. 

Members of the committee are: 
Luther C. Steward, president of 
the National Federation of Federal 
Employes; James A. Campbell, 
president of the American Federa- 
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tion of Government Employes; 
Warren Bledsoe, president of the 
National Rural Letter Carriers 
Association; Jerome J. Keating, 
vice-president of the National As- 
sociation of Letter Carriers; and 
E. C. Hallbeck of the National 
Federation of Post Office Clerks. 


Mental Health Leader Urges 
Evaluation of Hospital Farms 


Critical evaluation of the hos- 
pital farm from both the economic 
and therapeutic standpoints is def- 
initely needed, Dr. George Steven- 
son, national and _ international 
consultant on mental health, told 
delegates to the recent annual 
meeting of the National Associa- 
tion for Mental Health in New 
York City. 

The major portion of Dr. Steven- 
son’s address was devoted to a dis- 
cussion of the Fuller report, “A 
Study of Administration of State 
Psychiatric Services.” 

The mental health leader re- 
ported that 10 states have a 
separate coordinate department 
concerned with psychiatric serv- 
ices, not merely institutions, with 
outpatient as well as _ inpatient 
cases. These departments should be 
headed by a psychiatrist appointed 
by the governor. 


Three Provincial Associations 
Elect, Install New Officers 


During October three Canadian 
provincial hospital associations 
held their annual meetings and 
elected and installed new officers: 

British Columbia: President, Har- 
vey E. Taylor, administrator, West 
Coast General Hospital, Port Al- 
berni; first vice-president, J. A. 
Abrahamson, chairman, board of 
management, Queen Victoria Hos- 
pital, Revelstoke; second vice- 
president, L. F, C. Kirby, director, 
Royal Columbian Hospital, New 
Westminster; and secretary-treas- 
urer, Percy Ward, 129 Osborne Rd. 
E., North Vancouver. 

Ontario: President, Dr. G. Har- 
vey Agnew, director, course in 
hospital administration, Univer- 
sity of Toronto; president-elect, 
Mrs. Charles McLean; vice-presi- 
dent, R. M. Beamish, R.N., super- 
intendent, Sarnia (Ont.) General 
Hospital; . vice-president, John 
Hornal, superintendent, Peterbor- 
ough (Ont.) Civic Hospital; vice- 
president, Sister Maura, superin- 
tendent, St. Michael’s Hospital, 
Toronto; executive secretary-treas- 
urer, A. J. Swanson, 135 St. Clair 
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COSTS 


with EMERSON-ELECTRIC 
AIR CIRCULATORS 


If stale, dead air handicaps your 
employes and drives customers away, 


it’s costing you money. 


You can cut this cost with Emerson- 
Electric Air Circulators. They move 
large volumes of air quietly... to 
keep “living conditions” inside your 
buildings comfortable and pleasant 
in all seasons. Don’t let bad air add 
to your overhead . . . send for complete 


installation data today. 
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contractor or write for Bulletin No. 811. 
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For complete ventilation of 
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Write for new catalog No. 
811-A. 
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Ave. W., Toronto 5; associate exec- 
utive secretary-treasurer, S. W. 
Martin, 135 St. Clair Ave. W., 
Toronto 5. 


eral, went on the inactive status 
November 1 prior to joining the 
staff of the American College of 
Surgeons as director of professional 
education and accreditation. 


Saskatchewan: President, John 
Smith, superintendent, Yorkton Committee Again Requests 
(Sask. ) General Hospital; vice- Data on Interns, Residents 
president, E. F. Bourassa, Regina; For the fifth year, Health Re- 
and executive secretary-treasurer, sources Advisory Committee is 
E. V. Walshaw, 220 Avenue N., canvassing all internship and res- 
S. Saskatoon. idency hospitals to obtain statisti- 
Col. James B. Mason Joins cal information on armed service 
ACS Headquarters Staff obligations. The 1954 data are ex- 

Col. James B. Mason, special pected to prove particularly useful, 
assistant to Maj. Gen. George E. since the doctor-draft law will be 
Armstrong, Army surgeon gen- 
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the Department of Defense is en- 
gaged in a long range program of 
deferment for residency training. 

As of November 10, 89 per cent 
of the 1,333 civilian hospitals to 
which questionnaires were mailed 
had supplied information requested 
on interns and residents: ages, 
dates of graduation, length of 
creditable military service, etc. 
With a few isolated exceptions, the 
only federal hospitals included in 
the survey were those operated by 
the Veterans Administration. 


Five State Associations 
Choose New Officers 


In late October and early No- 
vember the following state hos- 
pital associations chose new offi- 
cers: 

California: President, Paul C. 
Elliott, administrator, Presbyter- 
ian Hospital-Olmsted Memorial, 
Los Angeles; president-elect, Fred 
W. Moore, administrator, Rideout 
Memorial Hospital, Marysville; 
and treasurer, George B. Nelson, 
administrator, Glendale (Calif.) 
Sanitarium and Hospital. 

Colorado: President, Charles K. 
LeVine, administrator, Beth Israel 
Hospital, Denver; president-elect, 
J. R. Peterson, superintendent, 
Larimer County Hospital, Fort 
Collins; vice-president, Sister Mary 
Jerome, Mercy Hospital, Denver; 
treasurer, M. A. Moritz, Denver 
General Hospital; delegate to the 
American Hospital Association, 
Louis Liswood, National Jewish 
Hospital, Denver; and alternate 
delegate, Harley E. Rice, business 
manager, Porter Sanitarium and 
Hospital, Denver. 

Oklahoma: President, Sister Mary 
Agnes, R.N., administrator, St. 
Anthony Hospital, Oklahoma City; 
president-elect, D. K. Huffman, 
administrator, Muskogee (Okla.) 
General Hospital; vice-president, 
Jack W. Shrode, administrator, 
Wesley Hospital, Oklahoma City; 
secretary, Thomas E, Wicker, ad- 
ministrator, Southwestern Clinic 
Hospital, Lawton; and treasurer, 
Kenneth Wallace, assistant admin- 
istrator, St. John’s Hospital, Tulsa. 

Oregon: President, Irwin F. 
Wedel, administrator, Salem (Ore.) 
Memorial Hospital;  president- 
elect, Werner W. Hendrickson, 
administrator, Holladay Park Hos- 
pital, Portland; vice-president, 
Sister M. Antonia, R.N., superin- 
tendent, St. Joseph Hospital, La 
Grande; secretary-treasurer, Ross 
E. Godard, business manager, 
Physicians and Surgeons Hospital, 
Portland. 
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Nursing League Receives 
$100,000 in Annual Grants 

The National League for Nurs- 
ing has received grants totaling 
more than $100,000 annually for 
three years. These grants will in- 
sure continuation of the plan of 
the league’s education division for 
improving nursing schools. 

The grants were made by the 
Commonwealth Fund, $40,000 a 
year; National Foundation for In- 
fantile Paralysis, $44,343 a year; 
and the Rockefeller Foundation, 
$22,357 for 1954-55 and $20,707 
for each of the next two years. 

During the next three years the 
league’s education program will 
emphasize consultation to aid 
schools of nursing faculties. 


Commissioner Urges Construction 
Deferment Until Need Arises 


Deferment of construction of 
additional city hospitals until 
“there is a clear and demonstrable 
need for them” has been urged 
by Dr. Basil C. MacLean, Commis- 
sioner of Hospitals of New York 
City. 

Dr. MacLean spoke at the re- 
cent dedication of the Florence 
Stokes Clark building at St. 
Luke’s Hospital, New York City. 

He said: 

“A somewhat disappointing ex- 
perience to me since taking over 
as the city’s hospital head, is the 
apparent different motivation here 
of segments of our population, 
when it comes to planning or pro- 
viding hospital facilities. In most 
parts of this country and Canada, 
where I have had some experience, 
the emphasis is on voluntary ef- 
fort, of which St. Luke’s is such 
a fine example. Unfortunately, 
there are those in our city who are 
more and more inclined to have 
these services provided by tax 
monies, even if the particular proj- 
ect they sponsor is not needed, or 
would duplicate existing facilities. 

“With so many voluntary insti- 
tutions plagued by financial diffi- 
culties, with occupancy low in 
many of them, it seems sensible to 
defer construction of additional 
municipal facilities, until there is 
a clear and demonstrable need for 
them. New York City today has 
21,000 free beds in its tax-sup- 
ported institutions with a census 
under 18,000. New construction 
this year and next will add a net 
of 2,500 beds. 

“Our voluntary hospitals, with 
almost 26,000 beds, operated at 80 
per cent average occupancy in the 
first six months of this year, and 
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some of them remind us that their 
new construction in recent years 
which added many beds, was un- 
dertaken to help relieve the city’s 
burden. 

“From my limited experience 
here, it would seem to make more 
sense to provide a greater share 
of the tax dollar to our nonprofit, 
public-supported institutions, to 
keep them operating effectively, 
than to build additional free city 
beds. It is my desire to develop a 
better partnership with the volun- 
tary hospitals, not to compete with 
them. The city’s needs are best 
met that way. Government should 


step in only when voluntary effort 
fails. This obviously is not always 
the case in New York City.” 
Install Dr. H. E. Hilleboe 
1954-55 APHA President 

The 82nd annual meeting of the 
American Public Health Associa- 
tion and 38 related organizations 
drew 3,500 public health workers 
to Buffalo, N. Y., October 11-15. 

The president of the Association 
for 1954-55 is Dr. Herman E, Hille- 
boe, New York State Commissioner 
of Health; and the president-elect, 
Dr. Ira V. Hiscock, professor and 
head of the Department of Preven- 
tive Medicine, Yale University 


ADMISSION X-RAY PROGRAMS 
Fairchild 70-mm x-ray cameras 


Fairchild 70-mm x-ray cameras, used in 
connection with photofluorographic equip- 
ment, provide the easiest and most eco- 
nomical method of carrying out a com- 
plete admissions x-ray program—because 
of their rapid, automatic operation and 
fractional film costs. As a result, these 
cameras have become the “standard” for 
mass chest radiography. The 70-mm nega- 
tive is adequate for direct viewing; magni 
fication viewing is available if desired. 
Suspected positive cases (which have been 
found to average between 8 and 10 per 
cent of all hospital admissions) would 
normally be retaken on 14 x 17 film by the 
hospital radiologist. 





Accessories for 
Fairchild 70-mm x-ray cameras 


© 70-mm Roll Film and Cut Film 
Developing Equipment 

© 70-mm Roll Film Dryers 

© 70-mm Roll Film and Cut Film Viewers 

© 70-mm Cut Film Adapters 











The completely automatic operation of 
the Fairchild Roll Film Camera permits 
one technician to radiograph up to 150 
chests per hour. For smaller hospitals the 
Cut Film Camera offers identical high neg- 
ative quality at lower initial investment. 
Fairchild’s 70-mm cameras are available 
on all leading 70-mm hospital admissions 
units and can be adapted to many existing 
installations. The cameras are uncondition- 
ally guaranteed for one year, and are 
backed by Fairchild factory service. For 
consult x-ray 
supplier or write Fairchild 
Camera and Instrument Corp., Robbins 
Lane, Syosset, L. I., N. Y., Dept. 160-3602. 
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BLUE CROSS—PREPAID CARE mf 








To Hold Statistical institute 
In Chicago, December 8-10 

The application of actuarial- 
statistical techniques to Blue Cross 
and Blue Shield problems will be 
the general theme of the fourth 
annual Blue Cross and Blue Shield 
Actuarial-Statistical Institute to be 
held December 8-10 at Chicago’s 
Sherman Hotel, 

Delegates will attend two gen- 
eral sessions and one of four con- 
current sections during the three- 
day institute. 

Dr. Harry F. Becker, medi- 
cal director of Michigan Hospital 
Service (Blue Cross), Detroit, and 
Charles Dubuar, chief actuary, De- 
partment of Insurance, New York 
State, will be featured speakers at 
the first general session, Dr. Beck- 
er’s topic will be a study on utili- 
zation and Mr. Dubuar will discuss 
dangers of the present method of 
operation. 

W. Edwards Deming, professor 
of statistics, New York University, 
will speak on reporting to man- 
agement during the second general 
session, 

Delegates will attend one of four 
concurrent sections following the 
opening half-day general session. 
At the sectional meetings, dele- 
gates will have an opportunity to 
learn how they may apply the var- 
ious actuarial-statistical techniques 
to their own specific problems. 


Recent Ad Supplements 
Blue Cross Campaign 

A statement by and picture of 
Dr. Edwin L. Crosby, director of 
the American Hospital Associa- 
tion, is the basis for a recent Blue 
Cross advertisement, which ap- 
peared in Editor and Publisher 
and The American Press. 

This ad is one of three special 
advertisements aimed at acquaint- 
ing newspaper editors with Blue 
Cross and its close relationship 
with the American Hospital Asso- 
ciation, 

Advertisements appearing § in 
Editor and Publisher and The 
American Press supplement a 
year-long advertising campaign 
launched last April through vol- 
untary contributions of Blue Cross 
plans, The campaign calls for nine 
ads in Life, eight in The Saturday 
Evening Post and eight in Look. 

Blue Shield also is carrying on 
an advertising program. 
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Observe Silver Jubilee of Blue Cross Idea 


During 1955, Blue Cross will be 
celebrating the 25th anniversary 
of the Blue Cross idea, for it was 
just 25 years ago this month that 
a Baylor University executive of- 
fered Dallas, Tex., public school 
teachers a plan for the prepayment 
of hospital care. 

From the Baylor Hospital plan, 
the nation’s Blue Cross plans have 
developed. While only approxi- 
mately 1,500 teachers belonged to 
the Baylor plan, today nearly 47 
million people in the United States, 
Canada, and Puerto Rico belong to 
the 84 approved Blue Cross plans. 
Hospital bills, paid for some seven 
million hospitalized members last 
year, totalled more than 673 mil- 
lion dollars. 

The ultimate effects of prepay- 
ment on the nation’s hospital 
economy were hardly foreseen 25 
years ago. But in 1929, both the 
general public and hospitals needed 
some innovation in meeting the 
cost of hospital care. The Baylor 
program came at a time to stimu- 
late the development of other 
plans. 

The Baylor plan was initiated by 
Justin Ford Kimball, Ph.D., execu- 
tive vice-president of Baylor Uni- 
versity in charge of Dallas medical 
units. The plan, which began on 
December 20, 1929, called for 21 
days of hospital care for 50 cents 
a month from each member. 

Mr. Kimball reported on the 
Baylor program to the 1931 Ameri- 
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can Hospital Association conven- 
tion in Toronto, Ont. Hospital ad- 
ministrators from across the coun- 
try heard about the plan and were 
interested. 

Frank Van Dyk, executive sec- 
retary of the Hospital Council of 
Essex County, N. J., travelled to 
Dallas to see the Baylor plan in 
operation. He then went back to 
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the hospital council’s board of di- 
rectors to discuss the plan. By 
January 1933, the first contract for 
prepayment was issued by the Hos- 
pital Council of Essex County, 
which consisted of 17 hospitals. 
The Essex County plan was the 
first county-wide prepayment plan 
offered to the public on a multi- 
hospital participation basis. 

In July 1933, the Hospital Serv- 
ice Association of St. Paul, Minn., 
began enrolling members. E. A. 
van Steenwyk, then director of 
the St. Paul plan, created the Blue 
Cross symbol. He first used it on 
the back of a 
piece of promo- 
tional literature. 
By 1939, the 
symbol, with 
the seal of the 
American Hos- 
pital Associa- 
tion super- 
imposed on it, 

was adopted as 
DR. MacLEAN the national 
identification of Blue Cross. 

The Board of Trustees of the 
American Hospital Association de- 
cided in 1933 to encourage the 
movement. The Association took 
its first step toward assuring the 
quality of group hospitalization by 
recommending standards for such 
sponsoring organizations in the 
folder, Essentials of an Acceptable 
Plan for Group Hospitalization. In 
1934, the Association re-affirmed 
its approval of the movement. In 
September 1936, the Julius Rosen- 
wald Fund granted funds to the 
Association to establish a Com- 
mission on Hospital Service with 
C. Rufus Rorem, Ph.D., as full- 
time director. Dr. Basil C. Mac- 
Lean became the first chairman. 

This commission became the na- 
tional coordinating agency for 
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group hospitalization plans grow- 
ing up throughout the country. The 
name was changed to the Blue 
Cross Commission. In 1946 the 
Commission was reconstructed to 
give Blue Cross national unity and 
direction. 

By 1937, the American Hospital 


age of 907 inpatient days per 1,000 
members in August. This marks a de- 
crease of 23 days per 1,000 members 
over the July experience 
Oregon Blue Cross Admits 
150,000th Member 

Doris M. Talbot has the honor 


Oregon Blue Cross plan. He re- 
ported that in 1953, the plan paid 
nearly three million dollars for 
hospital, medical and surgical care 
of its subscribers and their family 
members. 


B. D. Foster Appointed 
To Alabama Post 


hohe ih of being the 150,000th person to 
Association's Board of Trustees be protected by Northwest Hospi- 
voted to authorize AHA associate tal Service (Blue Cross), Portland, 
institutional membership for Blue Ore. 

Cross plans. On April 1, 1938, 40 : 
plans were approved formally as 
associate members of the American 
Hospital Association; today there 
are 84 approved plans. The sup- 
port of the American Hospital As- 
sociation has been a significant 
factor in bringing Blue Cross to its 
present national prominence. 

With the rise of Blue Cross vol- 
untary prepayment care plans, the 
nation has witnessed a social move- 
ment in paying hospital costs. But 
while the Blue Cross idea has made 
many giant steps in the past quar- 
ter of a century, the goal for the 
future, as stated in the 25th anni- 
versary theme, remains the same: 
“Prepaid Hospital Care For Amer- 
ica ... Through Blue Cross.” 


Butler D. Foster, former chief 
social worker with the Veterans 
Administration in West Virginia, 

Enrollment for Blue Cross pro- has been appointed manager of 
tection has doubled in the past hospital relations for Blue Cross- 
five years, according to Frank F. Blue Shield of Alabama, Bir- 
Dickson, executive director of the mingham, 





Kansas City’s Research Hospital 


— REDUCES COSTS 
—SPEEDS INFORMATION 


with Tel Autograph* 


= Susan Form 2> TELESCRIBERS ! 


“Handwritten communications system” 


HOSPITAL ADMISSIONS 
Ba wat 


ane 
|_| 


As an economy and an efficiency measure, the 255 
bed Kansas City Research Hospital installed a 
TelAutograph “Instan-Form”* Télescriber System to 
handle the flow of reports on admissions, transfers 
and discharges. A transceiver in the Admitting Office 
transmits handwritten messages simultaneously and 
instantly to receivers in the Information and Business 
Office, Pharmacy, House Staff, Laboratory, Central 
Supply and X-Ray Department. 

Research Hospital's use of the TelAutograph Sys- 
tem and its “Instan-Form” message slips (designed 
to their specifications ) 

1. Saves approximately 100 phone calls a day. 

2. Eliminates about 50 messenger trips a day. 

3. Eliminates late charge losses. (Charges are totalled 

before patient has left). 

4, Reduces substantially interruptions in Laboratory and 

X-Ray Departments. 
5. Keeps Information Department up to the minute on all 
4 patient movements. 


(pee SR ES 6. Speeds receipts of information by 1 to 2 hours. 
7. Reduces traffic to Admitting Office. 


8. Provides immediate notices to House Staff who can 


"S © Wo vce ON Do 
ADMISSION-STAY 
visit newly admitted patient without delay. 
TELAUTOGRAPH 


The admission rate during Septem- 
ber 1954 was 122 inpatients per 1,000 
members. This marks an increase of CORPORATION 
three per 1,000 members over the ex- Dept. H412, 16 West 61st Street 
perience of the previous month. New York 23, N.Y. 
The average length of stay for hos- FREE — Please send me infor- 
pitalized Blue Cross members in- mation about TelAutograph 
Telescriber Systems designed 
for hospitals. 
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*TM Reg. U.S. Pat. Off. 
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creased from 7.24 days in July to 7.42 
days in August. 
Blue Cross plans provided an aver- 


2 ee 








DECEMBER 1954, VOL. 28 





OFFICIAL NOTES 





(Continued from page 133) 


eration of the American Hospital 
Association. 

The National Health Council has 
requested that the Association 
sign a consent form for the use of 
the name of this Association on 
the council’s letterhead in solicit- 
ing funds from member agencies. 
VOTED: To instruct the director to 
sign the consent form authorizing the 
National Health Council to identify 


the American Hospital Association as 
a member agency in any solicitation 
of contributions which may be made 
by the National Health Council. 

x k * 


Minutes from the September 16 
meeting of the AHA Board of 
Trustees include: 

In light of the favorable experi- 
ence of holding the annual meet- 
ing in Chicago, the Board 











; FOR 
Hdvtmved Octagon Vesign CONVENIENCE 


Side Arm Traction added quickly 
and easily 


Overhead Fracture Frame 


Zimmer's new light weight strong alum- 
inum octagon fracture frame is designed 
for versatility coupled with ease of hand- 


ling and operating. 


¢ Octagon shape provides positive 


anchorage 


Used with Thomas splint and 
Pearson attachment 


Roller bearing pulleys attach at 


any point 


Rubber protected clamps adapt- 


able to any bed 


May be used on crib or extra long 4 


bed 


May be fastened to crib of any 
other style bed 


Send for literature and full information. 


ZIMMER MANUFACTURING CO. WARSAW, IND. 





In Canada Available through selected surgical supply dealers 


Look for the trademark ® 


or through our Agents, Fisher & Burpe, Ltd 





VOTED: To hold the 1956 annual 
convention in Chicago. 

If dates can be so arranged, it 
would be desirable to hold the 
annual meeting the latter part of 
September or early in October 
each year. 


At the suggestion of Trustee 
Hudgens, the possibility of giving 
the membership 60 days’ notice of 
any proposed amendment to the 
Association Bylaws that would af- 
fect the dues in the future, is to 
be explored. 

VOTED: To refer to the Council on 
Association Services the suggestion that 
the Association Bylaws be amended 
to provide a longer period for not- 
ification of any bylaw change affect- 
ing the dues. 

ee  ® 

An official call has been issued 
for the joint meeting of the Amer- 
ican Hospital Association’s Co- 
ordinating Committee and Board 
of Trustees for Thursday, Decem- 
ber 9, from 9:30 a.m. to 5 p.m. at 
the Lake Shore Club, Chicago. 

The AHA Board of Trustees will 
meet the following day at the 
same place from 9 a.m. until 5 p.m. 

x * * 

In accordance with the Bylaws 
of the American Hospital Associa- 
tion, the members are hereby noti- 
fied of the forthcoming meeting 
of the Committee on Nominations, 
February 4-5, at the Palmer 
House, Chicago. 

Association members may sub- 
mit names to the committee for 
consideration. Officers to be nom- 
inated are president-elect, treas- 
urer and three members of the 
Board of Trustees. The slate will 
be presented to the House of Dele- 
gates at the 1955 convention. 

Chairman of the nominating 
committee is Dr. Charles F, Wilin- 
sky of Brookline, Mass. Other 
committee members are: Dr. Ken- 
neth B. Babcock, director of the 
Joint Commission on the Accred- 
itation of Hospitals, Chicago; Nels 
E. Hanshus, manager of Luther 
Hospital, Eau Claire, Wis.; Ritz E. 
Heerman, general manager of the 
Lutheran Hospital Society of 
Southern California, Los Angeles; 
Carl C, Lamley, executive director 
of Stormont-Vail Hospitals, To- 
peka, Kan.; Marshall L. Pickens, 
Duke Endowment, Charlotte, N. C.; 
and Dr. Anthony J. J. Rourke, 
hospital consultant, 175 Barnard 
Rd., New Rochelle, N. Y. 

STATE ADVISORY COUNSELORS 
Appointed as of November 9, 1954 


Alabama 
Mrs. S. Paimer Gaillard Jr. (Mobile Infirmary 
Women's Auxiliary) 30/ E. Delwood Dr., Mobile 


HOSPITALS 





Please 
your 


surgeons 


by 


getting 


the 


SURGEON'S BRUSH 


Satisfied users are one of your hospital's best assets. 


Anchor All-Nylon Surgeon's Brushes are outstanding 
in performance... guaranteed to withstand 400 auto- 
clavings. They're made with DuPont's Tynex" nylon 
bristles for longer life. Scrub-up efficacy and comfort 
are better. In every way, Anchor All-Nylon Surgeon's 
Brushes are your best buy... they're much more eco- 
nemical in the long run. 


Order— by-the dozen— through your hospital supply 
firm today! 


OUTSTANDING PERFORMANCE MAKES ANCHOR BRUSHES 
THE MOST ECONOMICAL ON THE MARKET TODAY! 


Other Anchor products of highest quality 
NEW, All-Nylon Emesis Basin 
All-Nylon Drinking Tumblers 


bE» 
hoor 


ie 


ANCHOR BRUSH COMPANY 


Sold Only Through Selected Hospital Supply Firms 


AURORA, ILLINOIS 


Write for Complete Information to Exclusive Sales Agent 


THE BARNS COMPANY 


1414-A Merchandise Mart « Chicago 54, Illinois 
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Vis7- belt 


FILING SYSTEM* 


for 


MEDICAL 


RECORDS 
“TWICE 


AS MANY 
RECORDS 

IN THE 
SAME SPACE” 


in HALF the time 


at HALF the cost! 


USED IN HUNDREDS OF HOSPITALS 


FROM 


VISI-SHELF FILE 


COAST-TO-COAST including: 

Arizona State Hospital, Phoenix, Arizona 

St. Luke’s Hospital, Denver, Colorado 

O'Connor Hospital, San Jose, California 

University of Illinois, Chicago, Illinois 

Stormont-Vail Hospital, Topeka, Kansas 

University of Maryland Hospital. 
Baltimore 

University of Oklahoma Hospital, 
Oklahoma City 

Receiving Hospital, Detroit, Michigan 


Children’s Orthopedic Hospital, 
Seattle, Wash 


University of Minnesota Hospital, 
Minneapolis 

Roosevelt Hospital, New York, WN. Y¥ 

Montefiore Hospital, New York, N. ¥ 


*U.S. Patent No. 2,648,587 


For Free Illustrated Brochure 
and Complete Details WRITE: 


INC. 


105 CHAMBERS STREET « NEW YORK 7, N. Y. 














































See for Yourself Why— 


Alconox outsells ALL other 
Hospital and Laboratory deter- 
gents. 








© OUTPERFORMS —Cleans 


Faster, Easier and more Efficiently. 






@ ELIMINATES tediousscrub- 


bing and loss of time. 






© COMPLETELY SOLUBLE 


—- Leaves no film or residue. 






® ECONOMICAL — One 
tablespoonful costing only 2I/, 
cents will make a gallon of active 
solution. 








AVAILABLE IN 









Lf | Se jpitidinhietiiaian ina” $ 1.95 
CARTON of 12 boxes of 3 Ibs. 18.00 
DRUM of 25 Ibs....... ; - cool, 45 
DRUM of 50 Ibs.............. — Ib. 40 
DRUM of 100 Ibs............. . as f 40 
ff Ee 





(Slightly higher on 
Pacific Coast.) 















Write for sample, 





literature 






and name 








of your nearest 


distributor. 



























Arizona 
Mrs. Russell N. Oliver (Women's Auxiliary of Tuc 
son Medical Center) 270! E. Helen St., Tucson 





California 


Mrs. T, Roy Hoover (Herrick Hospital Guild) 972 


Spruce St., Berkeley 7 





Colorado 
Mrs. Wayne Stacey (Auxiliary to Ch 
pital) 90! Sherman, Denver 3 


Connecticut 
Mrs 
Society) 77 Columbia Blvd., Waterbury 33 


Delaware 
Mrs. Frank L. Frost Jr. (Memorial Hospital Aux 
iliary} 20 Cragmere Rd., Wilmington 3 


District of Columbia 

Mrs. Maurice A. Selinger (Ladies Aid to Garfield 
Memorial Hospital) 2708 36th St. N.W., Wast 
ington 


IIinois 
Mrs. Kathleen Wisernan (Women's Board, Ingalls 
Memorial Hospital) 15516 Ashland Ave., Harvey 


Indiana 

Mrs. Herman C. Fromer (Riley Hospital Cheer 
Guild, Indiana University Medical Center) 956 
N. Bradley St., Indianapolis | 


lowa 

Mrs, James C. Enyart (Raymond Blank Auxiliary— 
lowa Methodist Hospital) 930 45th St., Des 
Moines 12 

Kansas 


Mrs. Frank Furstenberg (The Wichita-St. Josept 
Hospital Auxiliary) 200 N. Pershing St., Wict 


ita 8 

Kentucky 

Mrs. Russell Schneider (Riverside Hospital Aux 
iliary) 1527 N, 13th St., Paducah 

Louisiana ; 

Mrs. Gordon H. Brame (Baton Rouge General 
Hospital Auxiliary) 5000 Hyacinth Ave., Baton 
Rouge 6 

Maine 

Mrs. Edward J, Conquest (Women's Auxiliary 
Eastern Maine General Hospital) 18 W. Broad 


way, Bangor 


Maryland 


Mrs. Arthur Peabody Bond (Women's Auxiliary, 


Rosewood State Training School) 4411 Under 
wood Rd., Baltimore 18 

Massachusetts 

Mrs. George Albert Lewis Jr. (Mount Auburr 


Hospital Auxiliary) 4! Linnaean St., Cambridge 
38 


Michigan 

Mrs. Ira W, Henderson 
Children's Hospital of Michigan) 31425 Myrna 
Rd., Livonia 


(Women's Auxiliary of 


Minnesota 
Mrs. Russell Hanson (Swift County-Benson Hoss 
tal Auxiliary) 412 léth St. S., Bensor 


Mississippi 
Melba Powell (Coahoma County Hospital Wor 
an's Auxiliary) 536 School St., Clarksdale 


New Jersey 

Mrs. Charles Wurtzel (Women's 
boy General Hospital) 105 High St., 
boy 

New Mexico 

Mrs. Albert C. Rood (Presbyterian Hospital W« 


Guild, Perth Am 
Perth Ar 


en's Auxiliary) 3104 Burton Ave. S.E., Albu 
querque 

New York 

Mrs. John D. Brockway (University Hospital of 
Good Shepherd Auxiliary) Knollwood Farm, 
Fayetteville 

North Carolina 

Mrs. L. L. Klostermyer (Women's Auxiliary of 
Memorial Mission Hospital) 49 Marlborough 
Rd.. Asheville 

Pennsylvania 

Mrs. Wolter F. Kaufman (United Auxiliaries 


Lancaster General Hospital) 550 Hamilton Rd., 
Lancaster 

South Dakota 

Mrs. W. E. Kurle (McLaughlin Community Aux 
iliary) McLaughlin 

Tennessee 

Mrs. Courtenay Q. Nelson (Women's Auxiliary 






Edson B. Hitchcock (Waterbury Hospital Aid 





of the Baroness Erlanger and T. C. Thompsor 
Children's Hospitals) 103 Tennessee Ave., Sig 
nal Mountain 





Texas 
Mrs. J. M 
Auxiliary 


Hospital Woman's 
Dallas 5 


Hefner (Baylor 


4140 San Carlos Dr 


Vermont 


Mrs, Frank Church (Mary Fletcher Hospital 
Auxiliary) 282 S. Prospect St., Burlington 
Washington 


Mrs. Edmund H. Smith (Women's Auxiliary, Seat 
tle General Hospital) 3434 Cascadia Ave., 
Seattle 44 


West Virginia 

Mrs. Charles T. Neff Jr (Women's A 
Monongalia General Hospital) 41 Euc 
Morgantown 


ary, 


ux 
d Ave., 


Wisconsin 
Mrs. J. W. Conklin (Platteville Municipal Hospi 
tal Auxiliary) 517 W. Pine St., Platteville 





CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 








NEW INSTITUTIONAL MEMBERS 


ALABAMA 
Atmore—Greenlawn Hospital 
Jackson—Jackson Hospital 

CALIFORNIA 
San Jose—Santa Clara County Hospital 
COLORADO 
Rocky Ford—Pioneers Memorial Hospital 
DISTRICT OF COLUMBIA 
Washington—Hospital Facilities Section, 
Health, Education & Welfare Region III 
LOUISIANA 


Jennings—Jennings American Legion Hos- 
pital 


MAINE 
Fort Fairfield—Commuity General Hospital 
MISSISSIPPI 
Laurel—South Mississippi Charity Hospital 
NEW YORK 
New York—New York Infirmary 
OKLAHOMA 
Coalgate—Mary Hurley Hospital 
OREGON 
Hermiston—The Good Shepherd Hospital 
TEXAS 


Muleshoe—West Plains Hospital and Clinic 
Pecos—Memorial Hospital 


WISCONSIN 
Woodruff—Lakeland Memorial Hospital 


MEXICO 
tyuene, Baja California—Aubanel Hospi- 
ta 


SOUTH AMERICA 


Quito, Ecuador—Rimmer Memorial Hos- 


pital 
PERSONAL 


Aguayo, Antonio—Exec. Hskpr.—San Juan 
City Hospital—Santurce, P. R. 

Alexander, Raymond S.—Student—Colum- 
bia University—New York City 

Behrens, John R.—Student—Columbia Uni- 
versity—New York City 

Daniels, R.N., Dorothea A.—Adm.—Kaiser 
Foundation Hospital—Los Angeles 

Davis, Lee—Adm.—Haywood County Hos- 
pital—Waynesville, N. C. 

Drewa, Marcus E.—Pers. Asst.—Passavant 
Memorial Hospital—Chicago 

Fletcher, Daniel H.—Adm, Intern—Herrick 
Memorial Hospital—Berkeley, Calif. 

Franks, S. H.—Acting Mgr.—VA Hospital 
—Oakland, Calif. 

Frazier Jr., Louis M.—Exec. Asst., Physical 
Medicine Rehab. Service—Kennedy VA 
Hospital—Memphis 

Gilbert, Donald E.—Asst. Dir.—The Gene- 
see Hospital—Rochester, N. Y. 

Graham, Dr. George William—Dir—Ellis 
Hospital—Schenectady, N. Y. 


Gresser, O.—Bus. Mgr.—The American 
Hospital of Paris—Neuilly (Seine), 
France 
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New “Flare” design 
table, is just one of 
many distinctive 
styles exclusive 
with “CHF.” Widest 
selection helps your 
designer pick the 
style exactly right 
for your installation. 


See Secamieccade cto 





Only at “CHF” will | 
you find solid bronze...chrome...an- 
odized aluminum...porcelain enamel | 
in 16 colors...or upholstery in so many 
choices. Plus lifetime cast construction. 


. 


11 WINNERS in N.F.S. Contest @.¥> 
Prove Distinctive Quality of “CHF’’ Installations! 


You owe it to yourself to see the complete “CHF” line. 
Compare the quality. Learn why, year after year, CHF 
Stools and Tables are represented in the top award 
winners in the National Food Service Contest, plus 
thousands of other distinctive installations all over the 
country. In addition to better design and widest color 
selection, “CHF” gives you cast construction for a life- 
time of dependable service. 


Write Today For Color Catalogs! 


Complete listing of stools and tables in 
color, plus many installations photos. 








TABLES’ 


f 





= 


DISTRIBUTORS IN ALL PRINCIPAL CITIES 


The Chicago Hardware Foundry Company 
“Dependable Since 1897” 
35124 Commonwealth Ave. 


NORTH CHICAGO, ILL. 
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HOURS DO YOU WANT TO SAVE? 


Seven out of ten enemas can be replaced with 
PHARMALAX SUPPOSITORIES, and each one saves 


one-half hour of nursing time. 


PHARMALAX SUPPOSITORIES contain sodium bi 
carbonate and potassium bitartrate which combine, after 
insertion, to produce sufficient carbon dioxide to cause 


defec ation in about 30 minutes. 


NONIRRITATING ... NOT HABIT FORMING... 


CAUSE LESS DISCOMFORT. 


Particularly suitable for postpartum use as well as before 


after anal surgery 


PHAR MALAY 


Suppositories 


PHARMACIA LABORATORIES, INC. 
Executive Offices: 270 Park Avenue, New York 17, New York 


Sales Offices: 300 First Street, N. E., Rochester, Minnesota 
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Hankins, S/Sgt. John W.—Off. in Charge 

of Pur. & Contract. 566th USAF Hospital 
Hamilton, Calif 

Holbrook, Fred K.—Student—Columbia 
University—New York City 

Holder, Richard J,—Methods Examiner 
Med, Plans & Operations Div.—Office of 
the Surg. Gen.—Dept. of the Army 
Washington 25, D. C 

Keffer, Lt. Col, Leland M.—Exec. Off 
3345th USAF Hospital—Rantoul, Ill 

Kinney, Robert Michael—Student—Colum- 
bia University—New York City 

Kramer, D. D.—Asst. Adm,—Elkhart (Ind.) 
Genera! Hospital 

Larson, Roger G.—Asst. to the Adm 
Emanuel Hospital—Portland, Ore 

Mack, Frank A.—Student—Columbia Uni- 
versity—New York City 

McGinniss, Neil—Student—Columbia Uni- 

versity—New York City 

MeNair, John W.—Student—Columbia Uni- 
versity—New York City 

Moline, Olof T.—Asst Adm.—Hinsdale 
(Il.) Sanitarium & Hospital 

Pako, Albert—Asst. Adm.—Bird 8S. Coler 
Memorial Hospital—New York City 

Ratajack, Robert J.—Sstudent—Columbia 
University—New York City 

Roberts, Dr. Paul W.—Dir. & Chrmn. of 
Med. Bd.,—Rimmer Memorial Hospital 
Quito, Ecuador 

Russell, William Charles—Maint. Eng. 
Boone County Hospital—Harrison, Ark. 

Singer, Calvin C.—Dir. of Procurement 
St. Luke's Hospital—Chicago 

Sister Thomas Francis (Cushing)—Adm. 
Res.—St Francis Hospital—Hartford, 
Conn, 

Smith, James P.—Bus. Mgr Mercy Hos- 
pital—Durango, Colo. 

Tabell, Edith Cameron—Chief Dietitian 
Norwegian Lutheran Deaconess Home 
and Hospital—Brooklyn, N. Y 

Taylor, Robert Curtis—Grad, Student 
University of California—-School of Pub- 
lic Health—Berkeley 

Titmus, Margaret L.—Off. Megr.—tTrinity 
General Hospital—-Weaverville, Calif. 

Trader, George David-—Adm.—Memorial 
Hospital—Corpus Christi, Texas 

Vandeman, A. W.—Pers. Dir.—Hinsdale 

(Ill.) Sanitarium & Hospital 


Wainious, Helen—Med. Rec. Librn.—Boone 
County Hospital—Harrison, Ark. 
Wass, Silas M.—Dir. Nonprof. Serv.— 
Hahnemann Medical College & Hospital 
Philadelphia 
Woods, William B.—Adm.—Rochester (N. 
Y.) Municipal Hospital 


NEW AUXILIARY MEMBERS 


Ouachita General Hospital Guild, Hot 
Springs, Ark. 

Women’s Auxiliary, Grossmont (Calif.) 
Hospital 

Women’s Auxiliary of the Pioneers Me- 
morial Hospital, Rocky Ford, Calif. 

Norwalk (Conn.) Hospital Volunteers 

The Wichita-St. Joseph Hospital Auxiliary, 
Wichita, Kans. 

Women's Auxiliary of St. Luke Hospital 
of Campbell County, Fort Thomas, Ky. 
Marblehead Hospital Aid Association, 
Mary A. Alley Emergency Hospital, 

Marblehead, Mass. 

Women's Service Guild of St. Luke’s Hos- 
pital, Duluth, Minn 

Northfield (Minn.) City Hospital Auxiliary 

Woman's Auxiliary of Greenwood (Miss.) 
Leflore Hospital 

Woman's Auxiliary, Sea Level (N. C.) 
Community Hospital 

Women's Senior Board of Euclid-Glenville 
Hospital, Euclid, Ohio 

Muncy (Pa.) Valley Hospital Auxiliary 

Women's Board—Memorial Hospital, Phil- 
adelphia 

Beloit (Wis.) Hospital Auxiliary, Inc. 

| “ha Hospital Auxiliary, Neilisville, 

is. 


A business man's view 
(Continued from page 60) 


tion of health facilities and person- 
nel, 





For easy 
post-operative 
treatment— 


HALL’S 
New Johns Hopkins 
Recovery Bed 


Meets every requirement for 
efficient post-operative treatment 

in the recovery room. 

With sides and foot and head sections 
raised, this bed offers the safety of an 
adult crib. With detachable ends, un- 
obstructed treatment or examination 
is permitted. The Mt. Sinai All-posi- 
tions Adjustable Spring allows many 
changes from recumbent to Trendel- 
enburg, Fowler, Hyperextension and 


FRANK A. 


























intermediate adjustable angles. Built- 
in sockets, head and foot, for irriga- 
tor rods, leg irons, complete Balkan 
frame, simple traction or exercise bar. 
8-inch conductive rubber-tired, bail 
bearing casters. 


Write for full details. 


& SONS 


Tae , 
ma’? Established 1828 


General Offices: 120 Baxter Street, New York 13, N.Y. 
Showrooms: 200 Madison Avenue, New York 16, N.Y. 








GUIDANCE, Finally—and this 
would be of great importance to 
those of us in management—it 
could provide some _ urgently- 
needed guidance leading to a more- 
effective mustering of industry’s 
resources to meet the problems 
I’ve talked about today. 

Perhaps I’ve succumbed a little 
too easily to the businessman’s oc- 
cupational weakness for trying to 
impose on all human activities a 
clear and comprehensible pattern 
of organization. Yet I can’t help 
believing that a healthy dose of 
organization would pay tremen- 
dous dividends. 

I thing we must all recognize the 
existence of a broad public desire 
for a kind of health care commen- 
surate with the vast wealth and re- 
sources of our nation. I believe that 
we do not have the means of meet- 
ing that human desire, and that the 
problem is primarily one of or- 
ganizing our resources. I believe 
finally that such organization can 
and should be developed from 
within the private health services, 
rather than imposed from with- 
out. 

If you, the professionals of 
health, can supply the drive and 
leadership to get that job under 
way, I am sure you will win the 
earnest gratitude and also the ea- 
ger cooperation of industry, of la- 
bor, of government and of all the 
American people in helping you 
solve a great public problem by 
private action. a 


Hospital association meetings 


(Continued from page 6) 





Institute on Hospital Law—December 13-17; 
Chicago (Knickerbocker) 


1955 


Institute on Central Service Administration 
—January 17-20; Los Angeles (Ambas- 
sador) 

Institute for Nurse Anesthetists—January 24- 
28; Portland, Ore. (Multnomah Hotel) 

Institute on Operating Room Administra- 
tion Services—February 7-10; Tulsa, Okla. 
(Mayo Hote!) 

Institute on Financial Management—Feb. 
21-25; San Franciscéd (Sir Francis Drake 
Hotel) 

Institute on Hospital Planning—Feb. 7-11; 
Houston (Shamrock) 

Institute for Nurse Anesthetists—February 
28-March 4; Atlanta (Dinkler-Plaza Hotel) 

Institute on Nursing Service Administration 
—February 28-March 4; Daiias (Adol 
phus} 

Institute on Medical Record Library Per- 
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CUTTER > 





PLIERS for cutting surgical wires ond pins 


Note thet the cutters are on the 
outside. Wire to be cut may be 
reached with entire freedom 
from interference. When open- 
ing and closing, the jaws re- 
main parallel. Round objects 
may be gripped and held se- 
curely without fear of slipping. 


This plier is made in England 
of high grade, tempered steel 
and is heavily nickeled to with- 
stand rust. Overall length, 5”. 
Ask your surgical supply house 
for Berbecker Side-Cutting Plier 
No. 505. 


IDEAL 
BABY BEAD 
‘“*CRUSHER’’ 


High leverage enables nurse 
to easily seal the split bead 
in baby identification brace 
lets. Parallel jaws prevent 
the bead from slipping. 


BERBECKER SURGEONS’ NEEDLES 


Made in England for the Surgeons and Hospitals of America 
JULIUS BERBECKER & SONS, INC., 15 E. 26th ST., NEW YORK 10 





No. 11 TEMPERATURE REGULATOR 


End Hot Water Complaints « Stop Wasting Fuel 
due to OVER-heated water i, " 


Install Powers No. 11 Self-operated (Ss en 
temperature regulators. They pre- ‘ a 0 
vent OVER-heated water, often pay wane | TD od 
back their cost 3 to 6 times a year z 
and give years of reliable service. 
They are simple to in- 
stall, dependable, economical. Write for 
Bulletin 329, prices and full information 
about this quality regulator, (c16) 


THE POWERS REGULATOR COMPANY 
Skokie, Ill. ¢ Offices in 60 Cities * See Your Phone Book 


rn |=) 
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The first 

truly elastic 
bandage that 
DOESN'T “DIE” 
IN THE DRYER 


New TENSOR with 

Heat-Resistant live rubber 

threads won't lose its stretch 

even in the autoclave. 

These bandages can stand 

temperatures up to 280° F. 

with no appreciable loss of 

elasticity. The result: Tensor 

lasts through many more 

trips to the dryer. Costs less 

to use. Shouldn’t you, too, 
specify Tensor next time? 


vew TENSOR 


ELASTIC BANDAGE 


woven with Heat-Resistant 
live rubber threads 


a CUD 


Division of The Kendall Co. 
309 W. Jackson Bivd., Chicago 6, Ill. 
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THE UTILITY CART 


FIRST in the eyes of the maintenance staff—for service and 
equipment storage; fits all needs at every moment! 


Model U-2 (pictured) stands 414,” high, is constructed of 

heavy gauge galvanized metal. Travels on rubber wheels. 
WRITE US FOR ADDITIONAL INFORMATION. 

GENNETT AND SONS, INC. 


MANUFACTURERS 
ONE MAIN STREET 
RICHMOND 


PHONE 22-2151 
INDIANA 





nne March 21-25; Pittsburgh 


p 
renr 


(Wm, 

Institute on Nursing Service Administration 
—March 21-25; Buffalo, New York (Statler) 

Institute on Engineering—April 18-22; To- 
ronto (King Edward) 

Institute on Supervisory Training 
21-25; Boyes 
Mission Inn} 

Institute on Operating Room Administration 
Services—April 18-21 Washington, D. C., 
(Sheraton-Park Hotel) 

Institute on Dietary Department Administra 
tion—April 25-29; Boston (Somerset Hotel } 

May 6-7; 


March 


© 
oprings Calif. (Sonoma 


Institute on Insurance Chicago 
(Palmer House) 
Institute on Occupational Therapy—May 10 
14; New York City (Hotel New Yorker) 
Institute on Credits & Collections—May 23 
24; Atlantic City (Dennis Hotel) 

Institute on Public Relations—-June 6-10 
Chicago (Knickerbocker) 

Institute on Methods Improvement 
10; Pittsburgh (Webster Hall) 

Institute on Central Service Administration- 
June 13-16; Montreal (Sheraton-Mt. Royal 
Hotel) 

Institute on Pharmacy—June 13-17; Chi 
cago (University of Chicago) 


June 6 


Preparing to introduce the 
team plan 
(Continued from page 84) 


with lesser preparation could per- 
form, and from 3 per cent to 8 per 
cent of her time on tasks which 


auxiliary workers could have safely 
performed.® 

General duty nurses who may 
not at first demonstrate the desired 
qualifications as “team’’ leaders 
may be able to develop them when 
they know what is expected of 
them. Some who have functioned 
as “‘team’”’ leaders have expressed 
themselves as finding it very re- 
warding, as they were able to more 
fully exercise their nursing skills 
and were enabled to know their 
patients better. Where there is a 
school of nursing the clinical in- 
structor shall select and schedule 
in advance the patient care assign- 
ments she thinks the students 
should have in light of their needs 
and interests. 

The nonprofessional workers 
should be instructed as to their part 
as members of the “team.” A list 
of duties which this group may 
perform should be available to all 
members of the “team.” 

The private duty nurse, although 
not an employee of the hospital, 

6. Gillan, Ruth I., and Tibbitt, Helen G., 
“Whose Job Is the Head Nurse Doing?” 


The American Journal of Nursing, 52:298- 
301, 1952. 





From home to hospital 


--or hospital to hospital 


... tick off the most critical 
moments in a premature’s life! 


Precious lives have been 
saved by the availability 
of the 





This is the only truly PORTABLE Incubator! 


BROCHURE ON REQUEST 


PRAGEL 


Portable 
INCUBATOR 


Provides warmth and 
oxygen when vitally 
needed . . . indispensable 
yet inexpensive. 


Including list of users 
and specifications. 


Pragel Portable Incubators, Inc. ¢ 887 Park Ave., Baltimore 1, Md. 
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will do well to inform herself of 
the plan to better understand her 
part in it and how she may co- 
Operate by knowing the proper 
channels through which to direct 
her reports and requests. 

Nursing care plans to be used in 
assigning the ‘“team’’ members 
shall be designed with the prin- 
cipal objective in mind, namely, 
patient-centered care. 

Where persons work together to 
achieve a common goal and where 
personal interests are arrested for 
the virtuous good of the whole, 
something is bound to happen in 
the realm of human relations. 

With existing policies and stand- 
ards re-examined and revised as 
necessary, the nursing staff in- 
formed of the plan in all its impli- 
cations, and the members organ- 
ized, it would seem then that the 
institution is ready for the intro- 
duction of the ‘‘team”’ plan. 

Finer,’ in discussing the nursing 
“team” plan, says: “It can be 
beneficial only if the principle of 
administration and the relevant 
understandings of human relations 
are acquired and applied. For 
every new formula is a dead letter 
until new behavior inspires it.’’ ® 

7. Finer, Herman, Administration and the 


Nursing Services. New York, The Macmil- 
lan Company, 1952, p. 105 


Medical social service in the hospital 
(Continued from page 73) 
better to care for his patients. It is 
a service provided by the hospital 
which by so doing improves its 
service to the doctor and hence to 
the patient and the community. Its 
value in dollars can be no better 
determined nor stated than can that 
of the nursing service or the lab- 
oratories. Like these latter, it is 
essential to the best medical care. 

The extent to which it serves its 
purpose depends on four things: 
the extent and skill with which the 
physician uses this aid (as do the 
value of his other auxiliary serv- 
ices); the degree of understanding 
and administrative skill of the hos- 
pital administrator in his employ- 
ment of this service; the level of 
professional performance of the 
division of social service and its 
individual members; and, the de- 
gree of mutual understanding, co- 
dperation and team work between 
these three groups. . 
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Manual defogging NO LONGER NECESSARY 


KLEAR-GLASS 


A new double-duty 
product unequalled 
as a cleaning and 
defogging agent. 


ag upon application, glass or 
Refi 2 plastic surfaces will remain FOG-FREE 
Dispensing Wail @ STEAM-FREE @ DUST RESISTANT @ 

Cabinet OPTICALLY BRILLIANT, for several days. 


. 

Individual Pocket @ Eliminates distracting Interruptions 
Applicators during critical surgery or precision 
laboratory work. 

@ Prevents fogging of eyeglasses when 
passing from Central Sterile Supply, 
Surgery, Kitchen, to cooler atmos. 
ORDER TODAY pheres, 

Werte Det Ha @ Keeps optical instruments, equipment 
gauges and dial faces fog-free and 
dust-free for accurate readings. 

@ Prevents formation of conden- 
sation or cloudy film on mirrors, 
panes or glass partitions. All in 
all . . . KLEAR-GLASS PAYS 
DIVIDENDS IN TIME, SAFETY, 
& MAINTENANCE ECONOMY, 


THE BUCKLEY CORPORATION 


607 Fifth Ave. New York 17, N.Y. 


AVAILABLE AS: 


> 
Ia & 3/2 on. 
Spray Bottles 














The Answer to Your Maintenance Problem 


ROL- AWAY Wash Tank Truck 


The Ideal Truck for 
High Level Work 


MODEL S-7-T is a specialized 
two-tank truck with extensible 
safety ladder which speeds up 
high level work such as washing 
and changing light fixtures, 
cleaning walls and venetian 
blinds, painting, calsomining and 
other similar maintenance work. 
Includes washing and rinsing 
tanks, 5-step ladder with work 
shelf and a large lower shelf. 
Lightweight, sturdy and rolls in 
any direction. 


5-Step ROL-AWAY $-7 
This three shelf truck with its 5-step ladder is 
ideal for both high level warehousing and 
general all-around maintenance work. Exten- 
sible ladder—work shelf permits work at levels 
up to 12 feet. 





—————— Si 


[7 ROL“-AWAY iy / =a) 
ROL-AWAY TRUCK MFG. CO., INC. 


6143 S. E. Foster Road Portland 6, Oregon 
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KOHLER 


ELECTRIC PLANTS 


Stand-by Protection for 
Hospitals, Sanitariums 


Act now to 
safeguard against 
interruptions 


Storms or accidents may 
cut off central station 
power suddenly. Kohler 
stand-by plants insure 
uninterrupted use of 
nurses’ call bells, operat 
ing room and exit lights, 
elevators, x-rays, iron 
lungs, sterilizers, incuba 
tors. Take over critical 
loads automatically. Sizes 
1000 watts to 30 KW. 
Write for folder 13 | 


MODEL 30R81, 30K W, 115/208 volt AC. 


Remote startling. 


Kohler Co., Kohler, Wisconsin. Established 1873 


KOHLER or KOHLER 


PLUMBING FIXTURES + HEATING EQUIPMENT «+ ELECTRIC PLANTS 
AIR-COOLED ENGINES «+ PRECISION CONTROLS 


The DON Salesman 


Representing 


EDWARD 


Equipment 


need in food preparation, serving equipment and 
' | also come to pass on 
chock full of service mer 
from ranges to toothpicks 
and 


everything you 
maintenance of premises. But that isnc all 
ideas and suggestions. The catalog I carry is 
chandise. DON carries a complete line 
plastic ware to potato peelers, linens and silverware to dishwashers 
janitorial supplies. Whether your needs be large or small, usually I can 
take care of them immediately from the large variety of merchandise 
that DON is known for. I will see you on the next trip through my 
territory. In the meantime, if you need something 


out Vi dalecman 


epwaro DON «2 company 


1400 N Miam: Ave 220! S$ LaSalle S$ 277 N. Second $ 
Miami 32 CHICAGO 16 Minneapolis | 














[PRO RE NATA 


JOHN H. HAYES 


A dream, perhaps, but could not 
a small community vote to have 
Blue Cross premiums for everyone 
added to its tax bills, those paying 
rent to have it added to monthly 
rental payments? The community 
would turn over to Blue Cross the 
amount collected, less a _ service 
charge. Everyone would be cov- 
ered and the hospital fully sup- 
ported. Some might say that this 
would be socialized medicine. But 
we are now doing it for the sup- 
port of government controlled 
community hospitals, the only dif- 
ference being that the large prop- 
erty owners are doing most of the 
paying, rather than by a spreading 
of the costs over the entire popula- 
tion, This complete coverage would 





reduce Blue Cross 





undoubtedly 
premiums. 


2 ‘2.55 


EASUP’S FABLES. During the 
last war a hospital administrator 
bragged that he had a nurse in his 
hospital who could read the hand- 
writing of every doctor on the 
staff. The War Department heard 
of this unusual person and drafted 
her for the purpose of decoding 
and interpreting the messages of 
the enemy. We won the war. 

MORAL: A windy guy can 
sometimes create a draft. 


x k * 


If you cannot afford a Blue Cross 
subscription then you can ill af- 
ford to get sick. 


x * 


In St. Louis, this past Spring, 
they celebrated Student Nurse 
Night at the Cardinals’ ball park. 
Many student nurses were pres- 
ent at the ball game in uniform; 
and the president of the Cardinals 
had as guests in his box, hospital 
and nursing officials. This appears 











A 


FORM 226 


GROUP report form 
was designed to 
meet demands grow- 
ing from group hos- 
pital insurance plans. 
It differs from the 
individual form in 
that it requires less 
information about 
illness but more pa- 
tient identification 
data. 


A 


} 


December, 


Uniform Insurance Report Forms 


Two simplified blanks provide needed 
information, eliminate confusion and 
save hours of valuable hospital time 


REFERENCE: Vol. 23, HOSPITALS 
1949, Journal of the 
AMERICAN HOSPITAL ASSOCIATION 


FORM 227 


INDIVIDUAL hospi- 
tal insurance report 
form simplifies book- 
keeping for hospi- 
tals. It has the ap- 
proval and recom- 
mendation of the 
American Hospital 
Association and has 
been endorsed by 
the trustees for use 
in all institutions. 


ie 








ASK FOR FREE SAMPLES 


THE STECK COMPANY 


BOX 16— AUSTIN 61, TEXAS 














to be an excellent recruitment ef- 
fort from every angle. It might be 
done on Ladies’ Night. The mem- 
bers of senior classes in high 
schools could also be guests. 

A little late for this year, per- 
haps; but keep it in mind. 


A ee 


A doctor’s contribution to a hos- 
pital building fund is, in effect, 
similar to a mechanic’s purchase of 
new and better tools. Both provide 
the means of doing better work. 


: 2 


SNAKE HOLLOW HOSPITAL 
NOTES: 

Mrs. Clint Perkins gave birth to 
girl triplets on Tuesday last. Clint 
was admitted to the Alcoholic 
Ward on the day following. 

Special nurse, Miss Snuzy Tay- 
lor, was awakened the other eve- 
ning by her patient falling out of 
bed. 

Due to next Thursday being a 
holiday, the weekly meeting of the 
Ladies’ Tuesday Sewing Club will 
be held on Friday. 

The Chairman of the Board of 
Trustees has appointed a special 
committee to investigate why our 
hospital has had no change in Ad- 
ministrator during the past 5% 
years. 

Wes Tuttle, who on admission 
was reported to Blue Cross as a 
pneumonia sufferer, left the hos- 
pital on Saturday, having com- 
pleted his annual health check-up. 

Our hospital’s administrator 
spent two weeks of his vacation 
catching up on answering an ac- 
cumulation of questionnaires from 
government and other sources. 

Pop” Brownley, our second floor 
porter, has now gone five weeks 
without causing an accident to 
himself or others. Keep it up, Pop! 

If you do not contribute to the 
Community Chest how can you call 
this ‘Your Hospital’? 

Pretty Polly Smithers, who made 
$180 for our hospital by selling 
kisses at our recent bazaar, an- 
nounces that her engagement to 
Tommy Westbury has now been 
called off by mutual consent. 

Humphrey Moseley won first 
prize in the recent modernistic art 
exhibit at the museum by copying 
a chest X-ray film on canvas and 
naming it “Stags at Dawn”. 

In order to recruit more student 
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USE LONGER-LASTING 


WILTEX ano WILCO 


CURVED FINGER LATEX GLOVES 


RUBBER COMPANY 


THE WORLD S LARGEST EXCLUSIVE MANUFACTURERS OF RUBBER GLOVES 


CANTON OHIO 
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nurses, it has been suggested that 


we admit a new class of internes | 


every six months, so that six such 
groups of young doctors will ap- 
pear during the three year nursing 
course, 

Our doctors’ parking lot attend- 
ant says that he is now prepared 
to clean and polish the golf clubs 
of busy surgeons who leave them 
in their cars while operating. 

An indication of the prosperous 
economic conditions in our com- 
munity may be seen in the large 
number of Cadillacs and Jaguars 
in front of our free clinics each 
day. 


x * * 


It is said that we will always | 


have the poor with us. That sounds 
discouraging; but it may be well, 
because poverty has proved to be 
the greatest incentive for good in 
this world, as well as for much 
that is bad. The struggles of men 
to improve 
sulted in better living for all of us. 
Necessity is indeed the mother of 
invention. 

It is also said that opportunity 
knocks but 
door. That certainly does not refer 
to the opportunities to help others, 
is we in hospitals well know. 


themselves have re- 


once at everyman’s 


x * * 


If I could remember one-tenth 
of what I read, I would be a great 
deal more intelligent than I think 


I am. 
x * * 


Considering the name “Bedside 
Manor” for a nursing home, Dr. 
Brueckner, of Canton, Ohio writes 
saying that there is a physician in 
North Carolina who has given that 
name to his home. 

I know a nose and throat special- 
“TandA.”’ 
Here are a few other possible 


ist who named his boat 


titles for doctors’ vacation homes: 
“Off-His-Hours”; “The Waiting 
Room”. An Indian doctor might 
name his “Tepee R”’; and a dentist 
might call his “Ivory Acres’’. 

Just how corny can one get? 


x &* 


I imagine that some people have 
kept out of trouble at times by 
working overtime; and have re- 
ceived double pay for doing it. 





The Ouly 


FLEXIBLE DRINKING TUBE 
for HOSPITAL USE 
PAPER BASED— DISPOSABLE 


FLEX-STRAW, 


INITIAL COST THE 
ONLY COST 


NO * 
STERILIZING 


NO 
BREAKAGE 
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sen SEALERS 


leet ce. ALLEL EL 


FOR USE IN 
BOTH HOT 
AND COLD 
LIQUIDS 
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WHOLESALE PRICES 
TO HOSPITALS 


Regular (Unwrapped) 
1M $5.00 per M 
5M 4.75 ‘ 
10M (1 case) 4,50 
4 cases or 

over 3.95 


Individually Wrapped 
1M 6.00 
5M 5.70 
10M (1 case) 5.40 
4 cases or 
over 4.75 


Canadian Distributors 


INGRAM & BELL Ltd. 
TORONTO 
MONTREAL « WINNIPEG 
CALGARY « VANCOUVER 


Prices Higher in’ Canada 


FLEX-STRAW CO. 


2040 Broadwey 


Santa Monica, Cal 




















To Fund-Raising 
Than 


In a community, where 
there is a recognized need 
for the construction of hos- 
pital facilities or those of a 
nurses’ home, the first ques- 
tion to arise is, “How can 
we raise the needed funds?” 
The next, “Can we raise an 
amount sufficient to meet the 
needs for the present and 
future with the hearty co- 
operation, good will and 
continuing support of the 
community?” 

Raising funds is a man- 
size job. It requires among 
many things thorough re- 
search in the community .. . 
an intelligent understanding 
of the need ... and a well 
planned approach to the 
solicitation of funds involv- 
ing the full cooperation of 
the public as participants in 
the entire program. 

To Ward, Wells, Dresh- 
man & Reinhardt, with over 
43 years of experience, have 
come many “needs” and the 
direction of many campaigns 
with objectives fully raised 
or substantially surpassed. 
Because this firm recognizes 
that “there is more to fund- 
raising than raising funds” 
many hospitals and com- 
munities have found in our 
service a most satisfactory 
answer to their financing 
problems. 


* 
At your request—consultation 
promptly arranged with Hos- 


pital Boards and Administra- 
tors, without cost or obligation. 


WARD. WELLS, DRESHMAN 


& REINHARDT 
BUREAU OF HOSPITAL FINANCE 


JO ROCKEFELLER PLAZA @ WEW YORK 20,5. Y 
a Me el 


CHARTER MEMBER OF THE AMERICAN 


ABBOCIATION OF FUND-RAISING COUNSEL 
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FOR SALE 


DAHLBERG coin - operated PILLOW 
RADIOS for sale. voy little used, guar- 
anteed $35.00 each F.O Wm. G. Stevens, 
820 No. Shore Dr., Miami Beach 41, Fla. 








ORANGES, GRAPEFRUIT, grove fresh, 
uncolored, juiceful, individually selected; 
$3.50 bushel, fob groves, satisfaction 
guaranteed; RIOLEMHOS, PALATKA, 
FLORIDA 





Complete GENERAL HOSPITAL, ap- 
proved 50 beds, in Southern California 
with unlimited and future expansion 
program. For details to bona fide buyer 
only. Address Box F-64, HOSPITALS. 





WHISPER TONE coin operated hospital 
radios good condition $35.00 each. ™ A 
Champlin, 1040 E. South Street, Warren, 
Ohio. 





SERVICES 


THE ABBOTT REFERENCE REGISTRY 
Hobart, Indiana 


—a lifelong reference service to profes- 
sional and technical personnel. 


No charge for placement. Whether seek- 
ing employment now or not, establish a 
permanent professional file. Safeguard 
your reference—have a complete, up-to- 
date transcript available always. Write for 
details. 





POSITIONS OPEN 


EDUCATIONAL DIRECTOR—200 student 
school, affiliated with Drake University; 
400 bed, fully approved, non-profit hospi- 
tal; includes 115 bed pediatric unit; desire 
person with M.S. degree in nursing educa- 
tion; will accept B.S. with successful ex- 
perience; work with select, enthusiastic, 
stable student body with predominantly 
rural backgrounds; salary open; 40 hour 
work week; 22 working days; vacation, 
sick benefits; position available immedi- 
ately. Apply Director of Nursing, Iowa 
Methodist Hospital, Dest Moines, Iowa. 








NURSE ANESTHETISTS for 150-bed gen- 
eral hospital; four nurses, full time M.D., 
all agents and techniques; one month's 
vacation; two and one-half hours from 
Boston and New York. Write G. J. Carroll, 
M.D., Chief of Anesthesia Department, 
William W. Backus Hospital, Norwich, 
Connecticut. 

Well qualified DIRECTOR OF NURSES 
for 425 bed general hospital with school 
of nursing in midwestern town of 200,000. 
Previous successful experience essential. 
Good personnel policies: Salary open. Ad- 
dress Box F-59, HOSPITALS. 





DIETITIAN—No school of nursing; no ex- 
perience necessary; menu planning; super- 
vise serving and plan therapeutic diets 
and general diets; salary $325.00 and uni- 
forms. Sister M. Melitta, Administrator, 
St. Joseph Hospital, 277 Jefferson Ave., 
Elgin, Ill. 





Director—120 bed general hospital, muni- 
cipally owned. Will consider man or 
woman with background in medicine or 
nursing, but must have training and ex- 
perience in hospital administration. Sal- 
ary open. Apply, Hospital Board, James- 
town General Hospital, Jamestown, N. Y. 





GENERAL DUTY NURSES wanted. 100 
bed hospital. Western Kentucky. Address, 
Box F-54, HOSPITALS. 





Do you need an ADMINISTRATOR? Con- 
tact International Employment Agency, 
Room 209, 29 Park W., Windsor, Ontario. 


NURSES- -registe —_ tor operating 1 room 
Cc 


and general floor duty. Apply »0ster 


Community Hospital, Wooster, Ohio 
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CLAS DPVERTISING 


OUR S57 


Wo 0ODW ARD 


f 
Lonrh mned ‘Bureau 


ATMO 


IA WN. WABA HA t 
CHICAGO®e | 
IOWARD ° Directo 


ADMINISTRATORS: (a) Medical dir; one 
of country’s leading hospitals operated by 
important univ as its teach’g hosp; req's 
one with demonstrated capacity to admin 
lge hosp. metropolis. (b) Lay; report to 
medical dir; 700 bed teach’g hosp; req's 
one with M.H.A.; lge city; impor med 
center. (c) Lay Admin; gen’l hosp 650 
beds; med sch affiliated; req’s minimum 
Bachelor’s degree w/good account’g back- 
grn'd; will report dir to Med dir; West- 
Coast. (d) Medical; gen'l hosp 250 beds; 
req's Class “A” grad w/min 3 years exper 
as ass’'t or Supt of hosp w/min of 200 
beds; lge city; site of numerous educa- 
tional institutions; Westcoast; $12-$15,000 
(e) Lay; vol gen hosp, 175 beds; expan- 
sion prog; town 125,000; New England. (f) 
Lay; gen'l, TBc hos ‘180 beds; will ex- 
pand to 250 beds early '55 twn 125,000; E 
(g); Lay; Two ce A “*hosps combined 
capacities, 100 beds; mature man pre- 
ferred; lge city; E. (h) general hosp, 200 
beds; completion late ‘55; seek adm now; 
S. (i) Lay; vol gen hosp 135 beds; twn 
35,000; W. (j) Executive V.P; impor hosp 
association; req’s man w/senior exec 
caliber; lge city. (k) Ass’t dir; 300 bed 
hosp; med sch affil; lge city; univ med 
center; E. (1) Ass't admin; exper man, 
25-35; well-qual acctng; vol gen hosp 200 
beds; lge city; univ med center; MW. (m) 
Ass’t; M.H.A. degree; w/2 yrs exper; 300 
bed vol gen hosp; $8,000; lge city; MW 
(n) Hosp inspector; to inspect hosp & 
nurs’g homes in southeastern state; min- 
imum 2 yrs exper in hosp admin 
ADMINISTRATIVE—EXECUTIVE STAFF 
(a) Business Mgr.; outstand’g clinic grp 
staffed by 8 well- -qual men; short distance 
to Chgo. (b) Business Mgr; to super dept 
of 25 people; gen hosp 250 beds; twn 
100,000; about $6,000; req’s well-exper per- 
son; will consider individual up to age 50. 
SE. (c) Comptroller; req's univ degree in 
hosp adm; Bus Adm or Acctg w/at least 
5 yrs acctg exp; one of finest hosps in 
area; 500 beds; very substantial; city 
175,000; MW. (d) Office Mgr; vol gen hosp 
120 beds; impor med center; residential 
twn nr New York: NJ. (e) Office Mge; 
consider man or woman up to 50; req’'s 
one well-qual in credit & coll wk; super- 
vise dept of 10; gen hosp, 110 beds: coll 
twn 30,000 on Mississippi river; north- 
central. (e) Personnel & Public Relations 
Mer; vol gen hosp 500 beds; prefer mature 
man w/exper in commercial as well as 
hosp personnel; Ige city; univ med cen- 
ter; MW (f) Personnel Dir; 800 bed teach- 
ing hosp. (g) Personnel Dir; gen’'l vol 
hosp 550 beds; univ med center; E. (h) 
Purchasing Dir; male or female up to age 
50; minimum 3 yrs hosp purchas’g exp 
req'd; gen’l hosp, 250 beds; coll town 90.- 
000; SE. (i) Purchasing Dir; gen hosp 175 
beds: MW. 
ADMTNISTRATORS—WOMEN: (a) Lay 
or RN; pref w/formal trng hosp admin; 
new, apprv’d gen hosp: 50 beds; attrac 
sm twn: MW. (b) Lay or RN; sm vol gen 
hosp now under constr; resort twn; Fla 
(c) Lay or RN; Protestant: 30 bd gen 
hosp; attrac twn; Pac NW. (d) Asst; 
oppty take full chge; pref w/supervisory 
exp: degree in nursing req; 150 bd gen 
hosp, apprv’d sch of nurs: twn 5000 
Carolinas. (e) RN; 70 bd TBe hosp; coll 
twn 50,000; MW. 


ANESTHETISTS: (a) Chief; lge gen hosp; 
excel facil; $5400, full mtce; univ city 
Mid E. (b) 115 bd gen hosp: active surg 
serv; $500, full mtce; twn 20,000; W-cen- 
tral. (c) Sm gen hosp: to $6000; twn 10,000 
nr univ med center; E. (d) Vol gen hosp 
+ to $7200; resort & univ city 600,000; 


DIETITIANS: (a) Chief; supervise 100 
empl; lIge teach’g hosp; to $8000: out- 
stand’g oppty; univ med center; MW. (b) 
Chief; 400 bd vol gen hosp; E. (c) Fairly 
lge TBc hosp; to $4800: nr San Francisco 
(d) Chief; fully apprv'd 300 bd gen hosp; 
$6000; univ city; Mid E 

DIRECTOR OF NURSES: (a) Nurs serv: 
300 bd hosp; new & modern; excel facil: 





univ & indus city 500,000; SW. (b) Nurs 
serv & ed; 275 students; full faculty rank; 
Ige teach'g hosp; to $8500; Ilge city; univ 
med center; Mid E. (c) Nurs serv & 
very lge teach’g hosp affil impor 

sch; to $9000; E. (d) Nurs serv; 175 
gen hosp; coll affil nurs sch; to $6000, 
mtce; atrac twn 75,000; MW. (e) Nurs 
serv; univ hosp 400 bds; Mid E. (f) Nurs 
serv; 80 bd gen hosp; excel med staff 
attrac twn 15,000; SW 

EXECUTIVE HOUSEKEEPERS (a) To 
also serve as laundry mgr; supervise 20 
empl; 100 bd gen hosp; $500 start; Calif 
(b) New 200 bd vol gen hosp; res suburb 
univ city; MidE, (c) Vol gen hosp 300 bds; 
JCAH apprv'd; resort twn 20,000; E 
FACULTY APPOINTMENTS: (a) Ed dir; 
dept head caliber; NINE accred sch; fully 
apprv'd 300 bd gen hosp; city 100,000 nr 
univ med center; MW. (b) Ed dir; 200 
students; vol gen hosp 300 bds; $5400; 
attrac capital city; S. (c) Science instr 
sm trng sch; 100 bd gen hosp, $4200 
attrac twn 15,000; E. (d) Nurs arts, ped, 
& ob instr; fully apprv'd lge gen hosp 
U. S. dependency; tho considered tropical 
climate mild; to $4200 start. (e) Clin instr 
in OB; 160 stud; 300 bd gen hosp; to 
$5200; univ city 300,000; MidE 

STAFF & SURGICAL: (a) Surg; sm gen 
hosp; gd sal & personnel pol; twn 20.000 
nr univ med ctr; oppty continue studies; 
MW. (b) 5 Staff; TBe hosp; Alaska. (c) 
Staff; JCAH apprv'd 70 bd gen hosp; to 
$325 start; res suburb Chgo 
SUPERVISORS: (a) OR; 150 bd gen hosp 
opening shortly; nr San Francisco 
Psych; 35 bd unit; excel staff & facil 
apprv'd lge gen hosp: univ city; MW 

OR; active surg serv; vol gen hosp 500 
bds; attrac twn nr NYC. (d) OR; to re 
organize, admin dept & teach; surg suite 
6 major ORs; teach’g hosp; to $4800 
Chgo. 

PLEASE SEND FOR AN ANALYSIS FORM 
S80 WE MAY PREPARE AN INDIVIDUA 
SURVEY FOR ou 
We offer you our best endeavors—our 
integrity—our 58 year reeord of 
effective placement achievement 
STRICTLY CONFIDENTIAL 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago II, Illinois 


ADMINISTRATORS (a) Medical; 300- 
bed general hospital, teaching program 
university city, Pacific Coast. (b) Medical 
275-bed hospital; expansion program; New 
England. (c) Assistant medical; new 500 
bed teaching hospital; West. (d) Admin- 
istrator with Master's degree and con 
siderable experience; new 250-bed hospi- 
tal to be opened in early ‘55; East. (e) 
Voluntary general hospital, 225 beds; pre- 
ferably one about forty with 5-6 years’ 
experience in community hospital; $16- 
$20,000; East. (f) Voluntary general hos- 
pital, 135 beds; Pacific Northwest (g) 
General hospital; present capacity, 75; ex- 
pansion program will increase to 170; 
college town, Midwest. (h) Assistant di 
rector in charge of clinics; 600 bed teach- 
ing hospital; degree, experience required; 
$8- $12,000. (1) Assistant; voluntary general 
hospital, 350 beds; university town, South 
H12-1 

ADMINISTRATORS (Professional Nurses) 
(a) New community hospital, general, 55 
beds; Pacific Northwest. (b) Assistant ad- 
ministrator; 155-bed hospital; suburban 
location, Midwest. H12-2 
ANESTHETISTS: (a) Relatively new hos- 
pital, 200 beds; suburb, large city, Mid 
west; $6-$7000. (b) Small general hospi- 
tal; college town, Southwest minimum 
$6000. (c) Chief and staff; new general 
hospital currently under construction 
completion next Spring; will open with 
300 beds, gradually increasing to 700 
staff now being selected: South H12-3 
DIETITIANS (a) Chief dietitian: beau- 
tiful new hospital, 350 beds, affiliated 
medical school; West; minimum $6000 
(b) To take charge dietary department 
in-patients and outpatients; 15-man group 
operating own hospital, 75 beds; college 
town, Midwest. H12-4 

DIRECTORS OF NURSING: (a) General 
hospital, 600 beds, affiliated medical 
school; opportunity selecting own assist 
ants; $10,000. (bj; Voluntary general hos 
pital, 175 beds; school has collegiate aftili- 
ations; New England. (c) General hospi- 
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6 ti“ 5; large city, medical center, West. (b) SHAY MEDICAL AGENCY 

cLrassmidD YW ER i iSING Chief, voluntary general hospital cur- 
rently under construction, completion 55 East Washington Street 
, next Spring; 300 beds increasing to 700, - 

MEDICAL BUREAU—(Cont'd) attractive location, South; staff contracts Chicago 2, il. 
tal, 350 beds; expansion program; 150 now being completed. (c) Chief; univer- ‘ : 
students; faculty of five (full time); uni- sity hospital; medical center, Midwest; Blanche L. Shay, Director 
versity and college town, South fe) minimum $4500. H12-9 
General 300-bed hospital, operating under “fe > * a : | " 
American auspices, ote country; com- age be end ‘o). Fe ane surge ry; DIRECTOR OF NURSING: (a) East. 210 
petent organizer, Master's degree; $13,200- ne ae ; 400-bed hospital; near | bed hospital. Personnel in department 
$14,400. (e) Voluntary general hospital, eee aan interesting opportunity; | about 160, Excellent school of nursing 
200 beds; delightfully located in leading cast. ( ) Ibstetrics; 200-bed general hos- with an enrollment of about 105. $6000- 
tity, foreign country. (f) General 475- pital; Zeoes department, well staffed; $7200 plus a lovely suite of rooms. (b) 
bed hospital; 170 students; all departments $5400 7 y, poses: epee, Midwest; $4200- | Middle West. 100 bed hospital which will 
well staffed; interesting city outside con- 400 b bs u tte ge ei gpd hospital, | be increased to 200 in near future. 48 
tinental United States; although tropical id 4 s; By rsity medica a. East. | full time R.N.’s plus a comparable number 
country, mild pleasant climate. (g) Nurs- , ‘4 perating room; one of California’s of Aides. No nursing school. $7200. (c) 
ing service; one of leading hospitals on eading hospitals; attractive offer. (e) East. 100 bed hospital. Nursing school ac- 
Pacific Coast; 375 beds, general; $6000, y Hoary 5 university hospital operated un- | credited; enrollment about 45. $6000 plus 
perquisites including apartment, H12-5 al merican auspices; Near East. (f) | maintenance. (d) South. 225 bed hospital 
EXECUTIVE HOUSEKEEPERS: (a) Large Iperating room; voluntary general hos- in city of about 25,000; close to seashore 
teaching hospital; man preferred; house- a eee service mainly surgical; | and mountains. 
keeping staff of 150; duties include com- medical center, Midwest; $5000. H12-10 | EXECUTIVE HOUSEKEEPERS: (a) East 
plete responsibility for entire hospital in- 250 bed general hospital very recently re- 
cluding house staff quarters, nurses’ res- INDIANA MEDICAL BUREAU modeled and modernized. Excellent staff 
idence; East. (b) General, 200-bed hos- 212 Bankers Trust Bldg | of experienced people. $6000. (b) Assist- 
pital, university town, Pacific Coast. H12-6 Indianapolis Indiana | ant. South. Will be given executive po- 
EXECUTIVE PERSONNEL: (a) Comptrol- Lae sition when present incumbent retires in 
ler; 550-bed general hospital; degree, min- ANESTHESIOLOGISTS—(1) 250 bed Mid- | January. 300 bed hospital. 53 employees 
imum five years’ experience; minimum western hospital. (2) 200 bed Northwest- in department. (c) Middle West. 200 bed 
$8000. (b) Plant manager; engineering ern hospital. (3) 100 bed Western hospital hospital; new, ultra modern located in 
background required; 350-bed general ANESTHETIST—(1) Small far Western lovely residential section of large city. 47 
hospital; medical center, West. (c) Office hospital. (2) 115 bed Midwestern hospital. employees in department $5000. (d) 
manager and personnel director; general (3) 160 bed Western hospital. South. 175 bed hospital located in lovely 
hospital, now under construction; com- MEDICAL TECHNOLOGISTS—(1) Large college tewn. 25 employees in department 
pletion July; preferably candidates avail- Midwestern pharmaceutical house, Mas- (e) East. 325 bed hospital in large city 
able January; 300 beds increasing gradu- ter’s or Doctor's in Bacteriology. (2) Doc- 75 employees in department. $6000. (f) 
ally to 700; South. (d) Purchasing direc- tor’s office, Midwestern city, about $300 East. 225 bed hospital, general, located in 
tor; extensive experience on administra- (3) 250 bed Western hospital, to $375 for city of 20,000 easily accessible to New 
tive level required; large teaching hospi- registered. (4) 120 bed Midwestern hospi- York and Boston. 56 employees in depart- 
tal; East. (e) Personnel director; person- tal, to $325 for registered. ment. $5000. plus maintenance. (g) West 
nel experience in industry advantageous; MEDICAL RECORD LIBRARIANS—(1) 240 bed hospital in city of about 100,000; 
700-bed teaching hospital; Midwest. (f) Di- 100 bed Midwestern hospital, registration several colleges located there. Approx- 
rector, food service; large municipal hos- not essential. Salary and maintenance. (2) imately 40 employees in department. $5000 
pital; Midwest. H12-7 115 bed Midwestern hospital, registration EXECUTIVE PERSONNEL: (a) COMP- 
FACULTY POSTS: (a) Chairman, uni- not essential, head dept. TROLLER. Middle West. 750 bed hospital. 
versity nursing education department; PHYSICAL THERAPIST—(1) Small ortho- Full control of accounting department; 5 
well qualified faculty; up to $9000. (b) paedic hospital, South. (2) 200 bed Mid- employees. (b) EXECUTIVE DIRECTOR 
Educational director, instructors in ob- western hospital. (3) Small Midwestern 245 bed hospital in eastern city. Master's 
stetrics, medical-surgical, public health; hospital, one therapist dept., prefer male degree in Hospital Administration plus 
university department of nursing; attrac- (4) 100 bed Southern hospital, supervisory some administrative experience. $10,000 
tive city, medical center, South. (c) In- position. (5) 100 bed Southwestern ortho- to start. (c) Business Manager. Southeast 
structors public health, medical-surgical; paedic hospital. 35 bed hospital, modern, well equipped; 
university nursing department; East; (d) SOCIAL SERVICE WORKERS—(1) Small approved. (d) Personnel Director. Middle 
Foreign; educational directors, instructors Western children’s hospital, Master’s de- West. Large hospital. This is a top level 
in various clinical fields including psychi- gree, both medical and caseworker needed position. $8000 to start. (e) Comptroller 
atry; pediatric instructors for Brazil, In- (2) Large Midwestern municipal hospital, Middle West. 400 bed hospital. Require 
dian, nursing arts for Near East. H12-8 Bachelor's required (3) Psychiatric, at least 3 years accounting experience 
RECORD LIBRARIANS: (a) Chief, vol- large progressive Midwestern state hos- with 1 year in hospital accounting. $7000 
untary general hospital, 400 beds; staff of pital to start. (f) Business Manager. East. Out- 














Neither the Tulip bulb, Str IR ) her 


nor the good earth, : 3 VITRIFIED 


nor the gentle rain CHINA 


can do it alone. 


IT TAKES ALL THREE... 
And so it is with autoclave 
sterilization. To be sure, 
it takes TIME, TEMPERATURE 
and sTEAM! 

ONE GLANCE REDUCES CHANCE 
Just a glance at the a-t-1 
STEAM-CLOx indicator provides ' 
graphic aid in checking POPLAR 
all three elements essential to 
sterilization inside every single : . : 
pack. A-T-I STEAM-CLOX offers ee hospitality adeeb 
this 3-way type of warning! This homelike pattern, in attractive shades of 
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STEAM « CLOX Dept. H-44 | 
hore Wetoreces, 6 / meals as well as patients’ tray service. Many 


North Hollywood, Calif. 
other beautiful Walker patterns from which 
to choose. Send for color folders and name 


/ / Por 
/ / / / of nearest Walker dealer. 





green or pink, adds a cheerful note to staff 


() Please send free samples and complete 
sterilization file. 
[) Please have service representative call. 


Hospital 


THE WALKER CHINA CO. ¢ BEDFORD, OHIO 


Address 


City State STEAM ¢ CLOX 
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Standing group of certified specialists CLINICAL INSTRUCTOR—For surgical A.D.A. DIETITIAN for 200 bed general 
Personnel numbers about 85. Salary is nursing in 200-student school, affiliated hospital with School of Nursing to do 
open but will be good with exceptional with Drake University; 400-bed, fully ap- teaching of student nurses and patient 
opportunity for advancement. (g) Per- proved, non-profit hospital. Desire person counseling. Located in a thriving South 
sonnel Manager. South. 250 bed hospital. with B.S. degree plus qualifying experi- Carolina community. Salary open. Full 
Administer a personnel program for about ence; will consider nurse without degree maintenance if desired. Address Box F-68 
500 employees. — can show outstanding experience and HOSPITALS 
ability. Work with select, enthusiastic, - - 
nouns INTERSTATE stable student body. Salary open. 40-hour QUALIFIED NURSES 
SDICAL PERSONNEL BUREAU work week; 22 working days vacation; y I IE x0SIT — 
333 Bulkley Building sick benefits. Position open immediately FOR QUALIFIED FORESIONS 
Cleveland, O. Apply Director of Nursing, Iowa Meth- 


Miss Elsie Dey, Director odist Hospital, Des Moines, Iowa 





Placement by the American Nurses’ Asso 
ciation Professional Counseling & Place- 
PRES hn ET a SM ea e ment Service offers you detailed references 
ADMINISTRATOR: 125 bed hospital, east EDUCATIONAL DIRECTOR—50 student on qualified nurses, and results in de- 
Salary open. (b) 85 bed_ hospital, Michi- school with potential of 100 students; af- creased staff turnover and improved pa 
gan. (c) 200 bed New England hospital. filiated with University of Kansas City tient care 

Medical training preferred. (d) 250 bed 255 bed, fully approved, non-profit hospi- Consult your State Nurses Association Of 
specialized hospital, east. To $9600 tal, construction plans in progress for eno is , 
ASSISTANT ADMINISTRATOR: 450 bed complete new 300 to 600 bed hospital in 37 South Wabash Avenue 
Ohio hospital. (b) 300 bed Michigan hos- suburban area. Desire person with M.S Chicago 3, Illinois 
sn aogree - Nursing Education, will accept (Tel. STate 2-8883) 

» RS OF NURSING: Directors, S. with successful experience; work “_ ree 
ans Service; Anaesthetists, Techni- ha = select, amass” dude student ZINSER PERSONNEL SERVICE 
cians—laboratory and X-ray Pharmacists, »0dy; 40 hrs. work week; vacation; sick 
Record Librarians, Dietitians, Maintenance benefits; salary open; position available 79 W. Monroe Street 
Supervisors, Executive Housekeepers. eens ge ppiy Director of Nursing, Chicago 3, Illinois 
NU 2s : IT: § ‘ os- esearch ospital, Kansas City, Missouri i = 
ial ew “tak tae hh tee —____________"_____ | NURSES, TECHNICIANS, DIETITIANS, 
western hospital. (c) 35-45-bed hospitals DIRECTOR OF SCHOOL OF NURSING PHYSICIANS, NURSE SUPERINTEND- 

dont ia. , AND NURSING SERVICE—100 bed hos- ENTS and INSTRUCTORS—We can help 
west, mid-west. $400. ; ; 
oe Must be —— by preparation vou secure positions 

and experiences. Degree required; main- 
MARY A. JOHNSON ASSOCIATES tenance if desired, 40 bye - salary POSITIONS WANTED 

AGENCY open ponsing type o prossasenny back- 
grounc osition available now. Address 
1) West 42 Street New York 36, N.Y. Box F-66, HOSPITALS PSYCHOLOGIST with extensive admin 
—_————— istrative experience desires administrative 


Mary A. Johnson, Ph.D., Director ADMINISTRATOR Hospital administra- position with progressive institution. Has 
FINE SCREENING BRINGS BEST RESULTS tion graduate or experienced; new St unique background of 20 years training 


. Ts 2 > wie vite . ce F . > . . ) ; an a 
Our careful study of positions and appli- | ‘sidering applications; 30 beds, Give cau. | istration in public ‘schools, child care in 
cants produces maximum efficiency in se- Cation. experience. reference . o. ; ic = 
é , experience, references and accept- stitutions and hospitals. B.S. and M,. Ed 

lection. Candidates know that their able starting salary. Send formal « . wrees. Presently engaged 11 ting dis 

al € Ste aiary. - rma applica- degree resentuy engagec in writitig dis 
credentials are carefully evaluated to in tions to Louis G. Nagler, Chairman, St sertation for Ed.D. degree. Address Box 
ty Fg eM Croix Falls, Wisconsin. — ; F-67, HOSPITALS 
method shields both employer and appli- 7 -" aad a Terern ? re . . 
cant from needless interviews. We do not HOSPITAL PERSONNEL BUREAU eae oad = “ Ss _ I Beary = eed 
seeerses specific evetenee pomeens, Since Charles J. Cotter, Director ZI ie te: ‘ Ww ide expe rience ' 1 wrge and 
it is our policy to make every effort to Professional Arts Bld small hospitals; consult eorgant 
select the best candidate for the position H t = a - eax panaiaieiie yt gee bases! pe 
and the best job‘for the candidates, we ne sathdongr cialty clinic, or new hospital des ired: Ex 
prefer to keep our listings strictly con- (Licensed Employment Agent) cellent reference: rop. salary expected 
fidential. Many positions available in most locations Address Box F-71, HOSPITALS 
We do have many interesting openings for Administrators; Anesthetists; all Tech- 
for Administrators, Physicians, Anesthe- nicians and all Nursing positions; Li- REGISTERED TECHNICIAN for 245 bed 
tists, Directors of Nurses, Dietitians, Medi- brarians; Dietitians; Housekeepers; Med- general hospital at St. Joseph Hospital in 
cal Technicians, Therapists and other ical Secretaries; Pharmacists; Pathologists; Lorain, Ohio. Salary open. Write to pa- 
supervisory personnel. | Boe renee Radiologists; office positions thologist for details. Address Box F-70 

No registration fee end resume, 10 snapshots, date available HOSPITALS 




















An entirely new method 
of temperature 
indication 


Easy to read as a watch... KLENZADE 
accurate as only a precision DEEP FRY CLEANER 
electrical instrument can be : 


... fast enough for immedi- | 

ate readings. Small in size, Assures Savory Fried Foods 

and light in weight, Saves 

time for busy doctors and Sy. An exceptional detergent for pene- 

nurses. Saves money by re- , trating and removing heavy grease 

ducing loss and breakage. a deposits on deep fry equipment, 

donut machines, ranges, griddles, Eliminates Harsh 

grills, burners, ovens, exhaust vents, Abrasive Cleaning 

and floors. Possesses powerful saponifying properties for 

the toughest, greasiest jobs. Rinses thoroughly and leaves 
Manufactured ty clean shining surfaces, especially stciniess steel. Removes 

Burlington tastrement Co. baked-on film that imparts off-flavors 

140 N. Third, Burlington, lowa ~ to food. Kienzade Deep Fry Cleaner 

saves a lot of labor and 


For information on Swiftem 
see your supply house, or 
write us. 


Keeps Equipment "Sweet" 


——— : 
KLENZADE PRODUCTS, INC. 


BELOIT, WISCONSIN 
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LAY ADMINSTRATOR, equivalent M.S. 
in Bacteriology and 15 years experience 
as Chief Medical X-Ray Technician de- 
sires to relocate as administrator of small 
hospital, Address Box F-63, HOSPITALS. 








PHYSICIAN, MPH, age 39; interested in 
coordinating medical care services; de- 
sires location as assistant director in 
established chronic disease program; lo- 
cated anywhere; experience in internal 
medicine, pediatrics, epidemiology, reha- 
bilitation and chronic illness in teaching 
institutions and state-wide programs. 
Address Box F-60, HOSPITALS. 


ADMINISTRATOR: 14 years experience 
plus 6 years in technical work familiar 
with all hospital departments, age 42, 
married, familiar with Hill-Burton Pro- 
gram, desires to make change; excellent 
references. Address Box F-65, HOSPI- 
TALS. 


PATHOLOGIST: Certified clinical and 
anatomic pathology. Age 38. Category IV. 
Associate Professor. Extensive surgical 
pathology, teaching, research, publica- 
tions. Desire hospital appointment, prefer 











academic and research possibilities. Ad- 
dress Box F-69, HOSPITALS. : 
THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago 11, illinois 
ADMINISTRATOR: Master's (Business 


Administration); five years, associate di- 
rector, university hospital, 800-beds; seven 
years, director 400-bed hospital; FACHA. 
ADMINISTRATOR: Physician, well trained 
and experienced; M.S. (Hospital Admin- 


istration); administrative internship and 
two —> assistant administrator, teach- 
ing hospital; five years, director, large 
teaching hospital. 

ANESTHESIOLOGIST Diplomate, since 
1948, associate anesthesiologist, 900-bed 
teaching hospital; recommended as par- 
ticularly well qualified to head depart- 
ment, 

COMPTROLLER: B.A., Wisconsin; four 
years, accountant, three years, compt- 
troller, 300-bed hospital 

DIRECTOR OF NURSING: M5S.; two 
years, associate professor of education, 





collegiate school; four years, assistant di- 
rector of nursing, 500-bed hospital. 
PATHOLOGIST: Diplomate; FCAP; three 
years, pathologist, teaching hospital and 
on faculty medical school; five years, di- 
rector of pathology, 250-bed hospital. 
PERSONNEL DIRECTOR: M.S. (Hospital 
Administration); two years, personnel di- 
rector, 200-bed hospital. 

PURCHASING DIRECTOR: B.S. degree; 
eleven years, purchasing director, large 
teaching hospital, 

RADIOLOGIST: Diplomate, FACR; seven 
years, director, radiology, 300-bed hospi- 
tal; now associated with radiological 
group; prefers directorship, hospital de- 
partment. 








ADMINISTRATOR — Medical: M.S. Hospi- 
tal Administration; 5 years, Admin, univ 


hosp beds; 
mont; MACHA. 
ADMINISTRATOR: Six yrs, Director, 300 
bed hosp; 2 yrs, Director, gen'l hosp, 350 
beds; Member, ACHA. Very active hosp 
affairs. 

ADMINISTRATOR—Ass’t; 29; B.A., M.S., 
Hosp Adm; year’s adm residency, 700 bed 
vol gen’l hosp; seeks assistantship, hosps 
200 beds up or director, hosp 50-100 beds. 
ADMINISTRAPOR; Reg’d Nurse; BS., 
Nursing adm; M.P.H. (Hosp Adm); Yale 
univ; year’s hosp res and 1 yr adm ass't, 
impor 400 bed hosp center; supervisor, 3 
yrs, instructor, 6 yrs & educ dir, 6 yrs 
same vol gen'l hosp 200 beds; seeks direc- 
torship or assistantship within 100 mile 
radius New York City; late 40's; Nominee, 
ACHA. 

COMPTROLLER: 32; B.S., Acct’'g; Mem- 
ber, A.A. Hosp Accountants; 3 yrs, Bus 
Mge, univ hosp 600 beds; seeks comptroller, 
hospitals 200-300 beds or ass't comptroller 
& ofc Mgr larger hospital. 


degree, univ Ver- 





DIRECTOR OF NURSES: B.S., Nurs ed; 6 
yrs, super & hd nurse, 175 bed gen’l hosp; 
2 yrs nurs’g arts instr & 2 yrs, ed dir, same 
150 bed hosp; 2 yrs, dir nurses & ed dir, 
200 bed hosp; seeks same in New England 
only. Age 36. 
NURSE ANESTHETIST: B.S., 
yr course, Univ Tenn); anes trn’g, Nor- 
wegian-American, Chgo; 2 yrs, nurse 
super; 5 yrs, nurse-anes, 100 bed gen hosp; 
seeks West only. Single; age 30 
PATHOLOGIST: 32; Diplomate both 
Branches; completing 8 yrs, army tour; 
presently, Chief, clinical path, very lIge 
army hosp. 
PURCHASING DIRECTOR: B.S. degree; 
12 yrs, purchas’g dir, 900 bed teach’g hosp. 
RADIOLOGIST: 33; 2 yrs, ass’t rad, 600 
bed univ hosp; 2 yrs, rad, 350 bed teach’g A 
hosp; certified both diagnostic & therapy, 
Cat IV; licensed, Calif, Ohio, Texas. 
PLEASE SEND FOR AN ANALYSIS FORM 
SO WE MAY PREPARE AN INDIVIDUAL 

SURVEY FOR YOU 
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We offer you our best endeavors—our 
integrity—our 58 year record of 
effective placement achievement 
STRICTLY CONFIDENTIAL 





INTERSTATE 
MEDICAL PERSONNEL BUREAU 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ADMINISTRATOR: Graduate University 
of Wisconsin. 10 years banking experience; 
8 years Administrator, 75 bed Illinois hos- 
pital. Any location considered. 
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Style 6 
Solid cast bronze of aiuminum tablet. 
Raised letters in bold relief contrasting 
with stippled oxidized background. 


manner 
future donors. Why not 
write us now for illustra- 
tions and prices. You'll 
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PERSONNEL DIRECTOR: M.S. (Hospital 
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rector, 200-bed hospital. 

PURCHASING DIRECTOR: BS. degree; 
eleven years, purchasing director, large 
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from the literature. .. 


“The value of CHLOROMYCETIN in the 
treatment of infections due to most bac- 
teria, the pathogenic rickettsiae, and 
many of the large viruses has now been 
well established.”! 


in typhoid fever 

“Our experience...and many others all 
show that chloramphenicol [CHLORO- 
MYCETIN] has an established place in 
the treatment of typhoid fever.”? 


in meningitis 

“At the present time chloramphenicol 
[CHLOROMYCETIN] is recognized as a 
potent antibiotic whose ease of adminis- 
tration and prompt diffusion into serum 





and spinal fluid makes it a particularly use- 
ful agent in the treatment of many forms 
of purulent meningitis.” 


in bacterial endocarditis 
“Within ten days [after therapy with 
CHLOROMYCETIN was begun] there 
was a dramatic improvement in the pa- 
tient’s clinical appearance and the sedi- 
mentation rate and temperature became 


normal.’ 


in rickettsial diseases 
“Chloramphenicol [CHLOROMYCETIN ] 
has been used with striking success in pa- 
tients with scrub typhus, murine typhus, 
Rocky Mountain spotted fever, and epi- 
demic typhus.”° 
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CHLOROMYCETIN is a potent therapeutic agent and, because certain 


blood dyscrasias have been associated with its administration, it should 


not be used indiscriminately or for minor infections. Furthermore, as 


with certain other drugs, adequate blood studies should be made when 


the patient requires prolonged or intermittent therapy. 
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